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The Research Laboratories of the National Drug Company have devised a 
method of immunizing horses and perfected a process of refining and concen- 
trating the serum that enables us to offer refined sera approximating one- 
sixth to one-tenth the bulk of the unrefined sera, with a corresponding de- 
crease of inert solids and proteins. 


The Chill Producing Substances Have Been Practically Removed 


National Refined and Extra Concentrated Sera Contain the specific anti- 


bodies, antibacterial and other protective substances; they are crystal clear; 
the pH is adjusted with meticulous care. 


Doses 10 to 20 cc. repeated every six to eight hours until a favorable re- 

sponse is secured. The patients’ sputum should be typed early and if Type 

I, II or III pneumococci are present the serum may be continued. If Type, 
I or Group IV, only are present further use of serum is inadvisable. 


Pneumonia Polyvalent Serum for Type, I, II, or II] Pneumonia. 


Refined Pneumonia Sera are furnished in 10 cc. per- 
: | fected syringes with chromium (rustless steel) intra- 
: | venous needles. Detailed information on request. 
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for a moment as to the enormity of the tuberculosis 

problem. We may confine ourselves to New York 
City and New York State. During the last few years, 
we have had approximately five thousand deaths from 
tuberculosis annually in New York City and about five 
times that number of living patients. 

The economic cost of carrying this load is very great. 
Economists and statistician estimate in various ways the 
value of human life in déllars and if you are inclined to 
be moved by this type of figures you may find some 
solace in the fact that five thousand human lives are es- 
timated to have a value of one hundred million dollars. 

The significant factor in tuberculosis, however, is not 
the fact that five thousand persons die but the fact that 
most of these individuals who die of tuberculosis be- 
come affected with the disease early in life and have had 
little, if any, earning capacity. Although heart disease 
and cancer now are each the cause of a far larger num- 
ber of deaths annually than -tuberculosis, yet the ma- 

* This lecture was delivered at a special mosting for physicians, under 


the auspices of the New York City Department of Health and the Belle- 
vue-Yorkville Health Demonstration. It was one of a series of lectures on 


I T would seem useful for us to refresh our memories 


tuberculosis for physicians held during the fall of 1932 at the Bellevue- 
Yorkville Health Center. 
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jority of individuals dying of these two diseases die in 
the later periods of life. The comparative death rates 
and age groups were well worked out by Homer Folks 
in his Delamar Lecture in January, 1925. 

With 25,000 patients affected with tuberculosis, the 
vast majority of these individuals have no earning 
capacity. This may seem of relatively little importance 
at the present time, during this period of widespread de- 
pression, but it is important when one has to realize 
that unemployment generally is affecting about one per- 
son out of six, while it affects about eighty or ninety per 
cent of the total number of persons who have tubercu- 
losis. The average earning capacity of these 25,000 in- 
dividuals is approximately $25,000,000 a year, taking 
$1,000 a year as a minimum figure. 


HE cost of medical care and prevention of tubercu- 

losis is another large item. In New York State, the 
state, county, municipal and private hospitals have had 
a construction cost to date of twenty-eight million dol- 
lars. The maintenance cost of eight thousand beds in 
New York State is approximately eight million dollars 
a year. We can therefore readily see that the interest 
charges are on the 
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25,000,000 
maintenance charges ................ 8,000,000 
Health Department expenditures ..... 1,000,000 
voluntary associations .............. 750,000 


annual average cost to the people of the State of New 
York. 

Tuberculosis is a chronic, relapsing disease, fre- 
quently occurring as a result of poverty and a low 
standard of living, and conversely often a cause of 
poverty. During and immediately after the War there 
was considerable discussion of the cause of the im- 
mediate and progressive rise in the death rate from 
tuberculosis in the warring countries, and also in the 
neutral countries. |The tuberculosis death rate rose 
rapidly in Belgium and in the occupied area of France 
early in 1915 and began to rise in Germany and 
Austria that same year; in these two latter countries 
the death rate rose to astounding proportions in 1917 
and 1918. Some observers believed that this increase 
in death rate was due to a rise in infection through the 
billeting of troops in private houses in the areas where 
the death rate had increased. One prominent scientist 
stated that mobilization alone was sufficient to cause an 
increase in the mortality and morbidity rates. 

However, Switzerland mobilized its army on three 
different occasions during the World War, yet there 
was no disturbance in the tuberculosis rates. Holland 
also mobilized once early in the War with no disturb- 
ance the rate, yet it was a notable fact that in 1917, after 
the entry of the United States into the War and the with- 
holding of grain for shipment to Holland by the United 
States and the high prices in Holland for food products 
shipped to Germany, there was an immediate and as- 
tonishing increase in the morbidity and mortality rates 
of tuberculosis in Holland. 

Further, it is noted that in many countries where there 
is a low standard of living and its attendant undernour- 
ishment, tuberculosis death rates are higher than in 
those countries where there is a better standard of liv- 
ing. This is also true in selected districts in larger 
cities. 

N the City of New York, for example, where the 

tuberculosis death rate for the entire city was 73 per 
100,000 in 1930, the death rates in certain sections of 
Harlem and in the lower West Side were over 400 per 
100,000. The death rates in the Lenox Hill and River- 
side sections were 40 or under. It is well recognized 
that the residents of the two latter districts are in much 
better financial circumstances than those of the lower 
West Side or Central Harlem. The evidence is suffi- 
cient to demonstrate that a low standard of living tends 
toward the development of tuberculosis as a disease. 

When the “depression” began, much comment was 
made as to the influence it might have upon the tubercu- 
losis death rate. As pointed out before, the tubercu- 
losis death rate for 1930 was 73, which was two points 
lower than in 1929. Figures for 1931 were 69.4 and 
61.6 for 1932. In other words, there has been a slight 
decline in mortality notwithstanding the “depression.” 

There were registered in the various clinics of New 
York City 9,462 cases of tuberculosis at the end of the 
year 1929, and 10,117 at the end of 1930. This may not 
indicate anything more than that a larger number of 
patients are going to clinics, who might otherwise have 
gone to private physicians. Yet there is reason to be- 
lieve that with the continuance of the “depression” and 
its resultant underfeeding, there will be a marked in- 
crease in the number of patients and in the number of 
cases reported during the next few years. 
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T is perfectly obvious that tuberculosis is also a cause 
of poverty, for we can readily understand that a 
young man of twenty-five years of age, with a wife and 
one or more children, who develops tuberculosis and is 
forced to take a prolonged rest of six months to a year, 
has his entire earning capacity stopped, and what little 
savings he may have had, eaten up. Within a very short 
time the patient and his family are in need of medical 
and material relief. 

Thirty years ago, before the establishment of a chain 
of tuberculosis dispensaries and the proper organization 
of tuberculosis work, with sanatoria, hospitals, visiting 
nurses and so on, it was very common for a patient of 
the type described above to visit his family doctor for a 
period of several weeks or months until his money was 
exhausted, and then to be turned over to whatever clinic 
would treat him, and ultimately to find himself thrown 
upon a relief society. This society as a rule could only 
provide him and his family with the bare necessities of 
life, or else had him admitted to whatever hospital ac- 
commodation was available. 

As the anti-tuberculosis program developed in New 
York City, more and more facilities were made avail- 
able, and with relatively little opposition from physi- 
cians because it was gradually forced upon the medical 
profession that there was little reward in caring for 
tuberculosis patients, as their inability to work so quickly 
curtailed their sources of income. 


HE satisfactory handling of such a patient today 
by a private physician requires a large amount of 
knowledge of the social and hospital facilities of the city. 
It is to be expected that a physician who accepts such a 
patient will readily make a diagnosis as a result of his- 
tory and physical examination, and have such diagnosis 
confirmed by a sputum analysis and x-ray. The treat- 
ment and management of such a patient, however, exacts 
a great deal more of the family physician. The physi- 
cian must accept the responsibility for the examination 
and sanitary supervision of the contacts in the house- 
hold, and he must also instruct the patient how to live 
and how to train himself in order to be cured. Is it 
possible in a congested city like New York to secure 
complete bed rest out of doors or complete rest in a re- 
clining chair out of doors during good weather as well 
as bad? Is it feasible for the physician to see such a 
patient daily for some weeks to have his temperature 
taken, his sputum disinfected or burned? Is it feasible 
to see that such a patient has all the food necessary for 
building up his resistance, as well as the food necessary 
for the other members of the family? As a rule it is al- 
most impracticable, and consequently the intelligent 
physician who desires to do the proper thing for his pa- 
tient advises sanatorium treatment, at least for a time. 
In the hospitals and sanatoria for tuberculosis there 
is usually a waiting list and there are various different 
types of institutions, pay or ‘free, and it is not often 
practicable for the physician to know whether there is a 
vacancy, how soon the patient may be admitted, and 
what procedure is adopted to secure admission. Very 
frequently the physician is obliged to seek the aid of 
such voluntary or official agency as may be informed 
on these matters. 


VIVIDLY remember the first tuberculosis patient 

who came to see me thirty years ago. There ap- 
peared in my office late one afternoon a young man of 
twenty-five years of age, who told me that he had asked 
admission to a hospital because he had a cough and 
fever. The doctor referred him to a dispensary and the 
dispensary referred him to Bellevue. He was admitted 
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to Bellevue, where he stayed five days and was dis- 
charged. He then went back to the dispensary where 
he was told that he had better go away to the country 
until he got well. Somewhat discouraged at that he 
went back to the hospital again and saw the doctor who 
had originally examined him, and this doctor not know- 
ing what to do, referred him to me. At that time I had 
no knowledge of the existence of any sanatoria or hos- 
pital for tuberculosis nor did I know anything of the 
various social agencies which then, existed in the city. 
The diagnosis of considerable involvement of one lung 
was readily made. The question was, what to do? There 
was a boy in my office, penniless, without family, with- 
out friends, without home. He had been a hotel clerk 
by occupation and the times were not very difficult. 
This was the advice given: “Here is ten cents; go down 
to 59th Street and Broadway and walk into every hotel 
which you see until you can get a job. Come back to see 
me tomorrow at this time.” The following afternoon 
the young man told me that he had a position as a night 
clerk in a hotel at $6 a week, but with board and lodging. 
It seemed that his position was likely to be a permanent 
one and I planned a course of treatment for him which 
included rest in his bed for fourteen hours each day. I 
saw him once a week for six months, during which time 
he improved enormously. I then secured a position for 
him as clerk in a hotel in the Adirondacks for the sum- 
mer. I heard from him during the middle of the summer 
and he stated in his letter that he felt entirely well and 
had no symptoms; and as so commonly happens, I never 
heard of or saw him again. The net financial return was 
ten cents in the “red”. The gratitude expressed was 
nil. 

At the present time this situation, even in our period 
of serious “depression,” is entirely changed. The voung 
physician should be able to save his time and effort in 
such a case by referring the patient to one of the Health 
Department clinics, where contact would be made for 
him by the social service agencies and where he would 
probably gain admission to a sanatorium in due time. 
He would undoubtedly obtain some relief which would 
be sufficient to prevent him from working when he 
should be at complete rest. 


HIS case made a very vivid impression upon my 

mind for it showed the foolishness of advising a 
penniless young man to go to the country, and it also 
showed a complete lack of knowledge on my part of 
how to handle such a patient. It also demonstrated that 
occasionally patients get well or improve in spite of in- 
adequate treatment. The risk, however, of such treat- 
ment is too great. 

In undertaking the management of a_ tuberculosis 
patient at home it is essential that the physician under- 
stand all of the needs mentioned earlier and to see that 
they are adequately met. The doctor must have in mind 
the following matters: 

Treatment of the individual case—rest, diet, 
fresh air 

The prevention of infection—sanitary supervision 
The examination and care of children and other 
members of the family 

Financial resources of the family and the re- 
sources of their relatives and friends 

. Nursing care 

I need not go into the treatment of the individual case 
as I have already mentioned the difficulties of obtaining 
rest, fresh air and diet for the individual patient. 

The first requirement in the prevention of infection is 
the reporting of the patient to the Department of 
Health. This will result in the visit of a nurse to the 
patient unless the doctor advises the Health Department 
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that he is willing to assume the responsibility of sani- 
tary supervision. In order to effect that competently 
the physician should really visit the patient frequently, 
almost daily at first, to see that sputum is properly de- 
stroyed, that gauze or paper handkerchiefs are used to 
cover the mouth when coughing, and to see that these 
are destroyed, to see that the patient sleeps in a room 
alone, that the other members of the family are in- 
structed, and that the children do not come in close con- 
tact with the patient. 


F the patient be sick in bed it is possible to have a 

nurse from one of the visiting nursing associations 
come regularly to take the patient’s temperature, 
wash and bathe the patient and give some additional in- 
struction, but with the number of nurses employed by 
the visiting nursing association, the number of visits 
made is not sufficient in most instances to see that the 
patient and family are well instructed. 

The fundamental problem, however, is the subject 
of money. In order to satisfactorily care for such a 
case the physician must know the financial resources of 
the family. This is not a simple matter and frequently 
takes a great deal of time, for the physician must work 
as a charitable investigator and interview not only the 
patient and his family, but also his relatives and friends 
and employers, and see what can be done for the pa- 
tient’s maintenance. 

In most instances the investigation of the financial 
situation will reveal the fact that the patient’s resources 
are so slim that he cannot obtain satisfactory treatment 
at home for more than a limited period of time. It has 
always seemed to me almost inhuman for a physician to 
undertake the care of a patient of this type for a few 
weeks or months until the finances are exhausted and 
then to wash his hands entirely of the case. The patient 
is always the first consideration of the doctor and it 
would be far more profitable for him under the circum- 
stances described above for immediate arrangements to 
be made to send him to a hospital and to arrange for the 
care of the family through some social agency. It is 
astonishing how often an agent of a welfare society, 
such as the United Hebrew Charities, the A.I.C.P., the 
C.O.S. and the Catholic Charities, can persuade em- 
ployer, relatives or friends to aid in the care of such 
patients; and the New York Tuberculosis and Health 
Association keeps itself informed on vacancies in in- 
stitutions and the method of securing admission to hos- 
pitals and sanatoria. 


HERE are a number of social problems which pre- 

sent themselves to the family physician, or if he 
does not act, to the social agency. IIlness of the father 
means serious impairment of income for the family. If 
the father be relatively young it is quite likely that the 
wife will also be working, although not always, and if 
the illness be serious, it may be essential for the wife to 
spend her entire time acting as nurse and housekeeper 
for the husband. This means complete loss of income. 

On the other hand, if the father be sent away to a 
hospital or sanatorium and there are children in the fam- 
ily, it is necessary for someone to look after the house- 
hold and children, which will mean either the continu- 
ance of work upon the part of the wife and mother and 
arrangements made for the care of the children while 
the mother is working, or the mother remaining at home 
and taking care of the children and the necessity of con- 
tinued relief for the mother and children. 

If the tuberculous infection of the father be not far 
advanced and sanatorium care is obtained, there is an 
immediate problem of securing the necessary clothing 
and equipment for the father, requiring an expenditure 
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of money and the social management of the family 
during his absence. 

During the absence of the father, it is of the greatest 
value for maintaining the family morale to see that the 
wife receives regular news as to the progress being 
made by her husband and if feasible that the wife may 
be able to visit her husband at the sanitorium. Fre- 
quently the distance of the sanatorium from home 
makes this impossible. 

It is not uncommon to find after all arrangements 
have been made, the husband’s equipment purchased, 
and everything satisfactorily planned out, that the 
doctor or social worker may visit the home and find 
that due to loneliness or worry or other reasons, the 
husband has returned home and is up and about running 
a slight temperature, and the situation is as it was be- 
fore. 


THER social difficulties arise when the wife or 
mother is affected with tuberculosis. Here again 
is the question of family arrangements so that children 
may be dressed, fed, and sent to school, and how it may 
be done while the wife is ill or absent at sanatorium or 
hospital. The problems are very similar to those which 
ensue upon the absence of the father, yet it means extra 
service for the family which is often rendered by other 
members of the family or by neighbors. Occasionally it 
happens that it brings about the entire break up of the 
family with children boarded out or placed in institu- 
tions. 

It seems essential to outline in some way the number 
of social problems which present themselves in the care 
of a tuberculosis patient in order to emphasize the diffi- 
culties in the management of a case which falls upon the 
shoulders of the family physician or the social agency. 
It is further important to point out these difficulties be- 
cause if the family has an assured income the problems 
are almost identical and must be solved bv the family 
physician. One can readily understand that they take a 
great deal of thought, discussion and time in the early 
part of the illness until the proper solution has been 
determined upon and the patient put under continued 
and suitable care. 

Although the physician’s duty ceases when the patient 
goes to an institution, the social agency will endeavor to 
carry out a definite plan for the family which will in- 
clude examinations of the contacts and sanitary super- 
vision, supplying the various necessities of life, food, 
shelter and clothing. The agency will also keep in con- 
tact with the patient by receiving reports from the sana- 
torium and see that letters are exchanged between pa- 
tient and family. The agency will also see that the chil- 
dren go to school if of school age, and that the family 
is kept together as far as may be practicable. There are 
instances of many families in which there has been a 
patient affected with tuberculosis where one of the wel- 
fare agencies has followed the family for over a decade, 
has secured employment for. the children when they be- 
came of working age, and has successfully carried 
through from the time that the first case of tuberculosis 
developed until the children were all of working age. 

It is recognized that approximately twenty-five per 
cent of the patients who are admitted to sanatoria or 
hospitals die there. Roughly speaking, fifty per cent are 
improved but not restored to full working capacity and 
twenty-five per cent are sufficiently improved or the dis- 
ease rendered quiescent and occasionally arrested. 


N this latter group, the question of the return to work 
is an important one which intimately concerns the 
family physician. If no special inquiry is made and 
proper advice given, the patient will usually seek work 
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from his old employer or seek the same occupation. In 
our modern society there will be no diminution of hours 
because the patient has been ill and it is not uncommon 
that the discharged patient has a relapse within six 
months or a year after his discharge. 

Several efforts have been made to aid the patient dis- 
charged from hospitals and sanatoria by the creation 
of after-care institutions or colonies, by voluntary com- 
mittees which seek to obtain more suitable employment, 
by a so-called hardening process carried on at sana- 
toria prior to the patient’s discharge, and by the estab- 
lishment of special work shops. 

After-care colonies in this country are very few and 
there is only one in New York. The theory of these 
colonies or institutions is excellent but the number of 
patients who seem willing to enter and begin work and 
remain for a sufficiently long time so that they are able 
to do a full day’s work without harm is very limited. 

Prior to the discharge of patients from many sana- 
toria, an effort is made to see that the patient can exer- 
cise regularly for a certain number of hours a day and 
in some places regular work is assigned to them. 

Unfortunately, there are two difficulties which stand 
in the way of this process. First, continued pressure is 
made upon the hospital or sanatorium to accept new 
patients, limiting the length of stay to four or six 
months when it should be nine to twelve. Second, there 
is an effort on the part of some administrators to make 
use of patients as employees before they are actually 
fit for the work. There have been instances and per- 
haps there are even now where a patient with chronic 
tuberculosis has been not only allowed but forced to do 
hard manual work while running a regular evening 
temperature. 


S OME years ago, one of our voluntary agencies se- 
cured a grant of money to make a study of occupa- 
tions and found a number of opportunities for work for 
tuberculous patients discharged from institutions. Af- 
ter several years of experiment, it was found that the 
number of patients placed was limited, the difficulties 
great, and the patients unwilling to remain long at their 
new occupations. Owing to lack of skill in that particu- 
lar ficld, the difficulties which pertain to an employment 
agency, and the overhead cost being so great, it was 
finally abandoned. It would seem that at the present 
time, such work would be impracticable unless it were 
run in a highly developed socialized state. 

Another field which seems to present more favorable 
opportunities for development is the maintenance of 
work shops for patients who are unable to perform a 
full day’s work. One such type of shop is satisfactorily 
maintained in New York City, known as the Altro 
Workshop. In these shops, tuberculosis patients may be 
employed and under the advice of a physician are al- 
lowed to work only so many hours a day. Facilities for 
the prevention of the spread of tuberculosis infection, 
proper sanitary supervision, open air rest rooms, and 
the complete disinfection of the products manufactured 
are maintained. It will be readily appreciated that the 
operation of such a shop is not a simple matter, yet it 
has been possible for the Altro Shops to meet competi- 
tion and to sell a sufficient amount of manufactured 
goods to pay for most of their expenses. The tempta- 
tion to earn a larger amount of money by exacting a 
greater amount of work from the patients has been re- 
sisted and their reports show that the patients working 
under supervision do remarkably well. 


N the case of an indigent family or in one in which 
slender financial resources are soon exhausted, there 
is a feature in the New York State law which all physi- 
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Disciplinary Proceedings in the Medical Profession“ 


Orrin S. WIGHTMAN, M.D., CHAIRMAN 


YORK STATE EDUCATION DEPARTMENT 


MEDICAL GRIEVANCE COMMITTEE, 


going. on as a result of carrying out the Medical 

Practice Act if I talk to you rather than read a for- 
mal paper. I think I can make myself better under- 
stood, and it gives me more latitude in what I say to you 
than I could get in any prepared paper, so I am going 
to take you back to what occurred before we had the 
Medical Practice Act. 

In the early days degrees to practice medicine came 
from the medical schools. It took two years to 
get a license. That went along very well as long 
as everyone was honest, but the organization of 
a medical school was not a difficult matter, and 
very soon schools sprang up all over the coun- 
try, and out doctors went as full-fledged physicians 


| that you will get a clearer idea of what is 


after passing something like a correspondence 
course. That reached the top point out in Mis- 
souri. They called it the “diploma mill.” We had the 


same thing in the New York Chiropractic School, and 
one of the members of the County Society had his 
barber take a six weeks’ correspondence course, after 
which he was made a graduate of the School of Chiro- 
practic. Unfortunately, he could not sign his name! 
Whether he got his diploma, I do not know, but that 
was his equipment as a full-fledged chiropractor. 


N the early days the various medical standards dif- 
fered throughout the United States. It was hard 

to get physicians to go out to South Dakota, Iowa, and 
Texas, where the conditions of practice were difficult, 
and the result was the survival of the fittest. Out there 
they preferred a good, steady man with plenty of com- 
mon sense to a man with an LL.D. degree, and the re- 
sult was that the standards could not be as high as in 
the East. It was not very long before there was a dif- 
ference in standards between the New England states 


* Address delivered before the Society of ag potenctoam, at the 
New York Academy of Medicine, November 14, 1932 
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and the Western states, and when a physician became 
prosperous in Jowa, he came back East with a desire to 
practise medicine here, and found he could not do it. 

Then the Regents came into being, and took the situa- 
tion in hand, They said, “We have got to standardize 
the equipment to be a doctor; therefore, gentlemen of 
the West, raise your standards, and gentlemen of the 
East, keep yours where they are until the West catches 
up with you. If you are good enough, we will let you 
come from Iowa and practice here, but you have got to 
be up to our standard to practice in this State.” I am 
glad to say the standards of medical practice are very 
high in the Western states now, thanks to the demand 
on the part of the Board of Regents of the various 
states in maintaining them. You do not have to study 
medicine in England to be a doctor, but if you treat a 
case there, and it does not go very well, or if the patient 
asks, “What do you know about medicine?” and it is 
proven that you do not know very much about it, you 
are liable to spend a good many days in jail. It’s a 
mighty good rule. 


O properly understand the proceedings of the 

Grievance Committee, we must refer to the Med- 
ical Practice Act—a very well written law. I think that 
the Medical Practice Act had more fathers than the 
average alley cat has kittens. I was going to be the 
father of it until Dr. Chalmers took precedence. Every- 
body who had anything to do with it worked so hard, 
and with such little result, that each individual felt if 
it had not been for him, the whole thing would have 
flopped. At the very time that Tom Chalmers was sunk 
in sleep, George Whiteside and I were up in Albany, 
hoping to see the Act passed by the Legislature. Mr. 
Ullman was in the Legislature, and it was the first time 
I had seen the Assembly work. George and I walked 
zround the City of Albany, waiting. We went back to 
the Assembly Chamber, and there was a fellow there 


(Concluded from page 68) 

cians should know about, namely, that during the ab- 
sence of a wage earner at a hospital or sanatorium for 
tuberculosis, a local authority may grant an allowance 
of money to maintain the family, such allowance to be 
continued during the wage earner’s absence. When this 
law was suggested, some years ago, it was feared that it 
might be abused, but at the present time there are rela- 
tively few local authorities who appropriate money for 
this purpose. Funds have been appropriated in New 
York City and can be obtained, but at the present time 
this type of relief is lost sight of by the enormous 
amount of money necessary for the relief of unemploy- 
ment. 

A physician should also know that in the event of the 
death of the husband from tuberculosis or any other 
cause, in accordance with the state law, the widow and 
children may receive a pension from the social welfare 
department in the city. 


Tuberculosis is a “disease of the masses,” as aptly 


described by Knopf, and it must be cared for by mass 
measures. 


This has been recognized by an increasing 


proportion of the members of the medical profession 
who realize that tuberculosis is an economic and social 
problem of such vast proportions that it cannot be 
handled without state, county and municipal aid. While 
it is true that there is a considerable number of indi- 
viduals among the financially favored class of society 
who can care for themselves out of their own resources, 
yet the knowledge that the vast majority of tuberculosis 
patients are among the working classes has led to the 
organization of sanatoria, hospitals, clinics, visiting 
nursing and all the paraphernalia which makes up the 
anti-tuberculosis campaign and the machinery for the 
control and care of tuberculosis patients. 

In conclusion I would like to emphasize again that 
tuberculosis is a disease of poverty and a cause of 
poverty ; that in relatively few cases is there a sufficient 
income for the family physician to care for the patient 
for any length of time; that the burden placed upon the 
physician is too great, for which he cannot be compen- 
sated by the family; and the burden on the family is 
too great in most instances for them to carry with- 
out effort and voluntary and state aid. 
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playing a piano! Everybody was singing. I wondered 
where the Medical Practice Act had gone to. Then 
somebody told me that inasmuch as many of the bills 
were in committee, that this was their happy way of 
waiting until something happened to the bills. I got 
thinking of the taxpayers’ money being spent on that 
piano, but law is law, and Assemblies are Assemblies, 
and the public pays for the music! 


N the Medical Practice Act we are very much in- 

terested in two or three things. It has been worked 
on and worked on, until now it works, and any law that 
works is a good law. The things that interested the 
medical profession particularly were first, the initial 
registration, and then, the annual registration of the 
physician. Each year they send us a certificate which 
we fill out, giving the number of our license, where we 
live, and where we are registered. This we file, and 
are duly registered. The next year comes around, and 
we receive a slip to re-register. Some think this $2.00 
charge is wrong. Why should it be necessary to reg- 
ister? Some physician might say, “I have been a doctor 
for thirty years, and nobody before made me put down 
my name to prove my right to practice.” What value 
has re-registration? It is just this: If you do not reg- 
ister, and there has been any mistake about it, you will 
find the Board of Regents most considerate about it; 


but if you are not regular, they want to know how you 


happen to be practicing medicine without registering. 
If you are not registered, you have got to give a good 
reason why, or get a moving van. We have been able 
to put our finger on quacks throughout the State. If 
you are a decent doctor, you can be registered. I took 
up the question of this $2.00 fee with Governor Smith. 
I said, “We don’t want the two dollars, but what be- 
comes of it? If you kept that fund so it could be put to 
the benefit of the medical profession, they would be 
glad to pay it.” He said in his ingratiating way—and 
you know how ingratiating Al Smith can be—“We have 
got the dentists and the nurses and the osteopaths lined 
up, and they pay a yearly fee. You are only falling in 
line with the rest.” I said, “All right, but where goes 
my two dollars?” and he said, “I’m awfully sorry, but 
that has to go into the Treasury; but if you want to use 
it, you only have to make an application to apply it to 
your fund.” He explained that that was the law; it has 
to go into the State Treasury. If we want to make a 
claim, or get a requisition for such things as our Depart- 
ment requires, that can be done. It always appealed to 
me like a mouse trap—it is easy going through it to get 
the cheese, but coming back—that’s different! 

This law has been a great help in locating the un- 
licensed physician, because a man who is recorded in 
the yearly directory as published by the Regents can 
promptly be located and investigated, and if he is as 
good as he should be, the investigation will not harm 
him; but if he is not, the result is, out goes the quack. 


HE law took cognizance of the fact that a lot of 

doctors might be accused of wrong-doing rightly 
or wrongly, but that they were entitled to be judged by 
a jury of their peers, and they concluded that ten men 
were sufficient to pass on the validity of any claim; so 
the law provided that of the ten men, who have a five 
year term in office, four should be selected from the 
State Medical Society, two from Homeopathic Societies, 
one from the Osteopathic Society, and the Regents re- 
quired three men of their own choice, of outstanding 
ability—which I think is a pretty good balance. That 
prevented this from becoming a closed corporation in 


MEDICAL TIMES AND LONG ISLAND MEDICAL JOURNAL 


March, 1933 


any way. This makes a service of ten men on the 
Grievance Committee. 

The Committee started, and the problem was: How 
are we going to run? Any person, corporation, or pub- 
lic officer may bring charges against a physician. They 
must be in writing. They must be sent to the Board of 
Regents, Greviance Commitee, because, bear in mind, 
the Grievance Committee is only a sub-committee of the 
Regents. We are not a final body. We are a body to 
draw up recommendations to be sent to the Regents, and 
the Regents pass on them finally. The charges may be 
brought, as I have stated, by any person, corporation, or 
public officer. I want to show the end result, and we 
will take the mode of procedure up later. The Griev- 
ance Committee may recommend to the Regents revoca- 
tion, annulling a license, annulling registration, sus- 
pending from practice, reprimanding, or otherwise disci- 
plining a physician. That is pretty comprehensive. I 
do not know what else there is left to do with a doctor 
after we get through. 


our mode of procedure. Written charges 
which are sent to the Grievance Committee are 
first referred to a sub-committee. The ten men on the 
Grievance Committee are located throughout the State 
of New York. They serve for nothing. I wish Mr. 
McKee was on our Committee, but he is not. These 
men are serving the State of New York—dollar-a-year 
men. As to the mode of procedure: In Buffalo we 
have a group of three, and in Albany we have a group 
of three, and a group of six who meet in New York. 
Six men have to take care of New York City. That is 
indicative of a lot of things which are going on in New 
York. We tried to work here with a single sub-com- 
mittee, but we are working night and day, and con- 
cluded that a double committee was better, so that these 
two committees work in the local district at present. 


OMPLAINTS are first sent to Albany. We have 

a Clearing bureau there in Dr. Harold Rypins. I 
do not know how we could get along without Harold 
Rypins’ good judgment and common sense in separating 
the grain from the chaff when these complaints and 
charges are presented. They are made by people who 
are angry at doctors and want to get square with them, 
and by doctors who are angry at other doctors. I can- 
not tell you of the queer ways in which human nature 
will affect human nature, and where charges are not 
properly sustained. Dr. Rypins recognizes this, and 
tells whether they are to be handled by our Committee, 
or whether they are without our jurisdiction. That cuts 
out a lot of trouble with people who want to secure 
personal satisfaction by prosecuting and persecuting the 
poor physician. The Grievance Committee is a public 
committee. I use the words “poor physician” because 
we are anxious to get justice first. Our hearings are of 
two types. Sometimes there is a big hullaballoo over a 
case, and we do not know whether there is enough in it 
to warrant an ordinary formal hearing, so we have an 
informal hearing. This means an accusation is made 
against a physician, and he is invited to appear before 
the Committee. If we are not convinced that there is 
enough prima facie evidence to warrant a trial, we say 
to the complainant, “File your charges in writing.” The 
doctor who is accused may also bring his witnesses and 
his lawyer. We hear that case informally without 
swearing in witnesses, and we talk to the witnesses, and 
discuss the case with everybody concerned, bearing in 
mind that such evidence as is valuable may be used on a 
subsequent occasion, if we choose to repeat it. To 
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save time, if an accusation is made which has truth in 
it, that evidence may be used in a future hearing, if the 
case is brought to formal hearing. The formal hearing 
arouses the usual objections on the part of counsel. 
We have objections, and we have to over-rule them be- 
cause we want to get at the truth of the matter. We do 
not want to be bothered with a lot of technicalities. 
That is where we have an advantage over the court 
case which is ruled by the strict laws of evidence. That 
must sound like a Utopia to you lawyers. In a formal 
hearing bear in mind that when a case is serious enough 
for this, we swear the witnesses. There are three judges 
on the bench, the chairman with his two colleagues, who 
follow the usual legal procedure in swearing witnesses 
and putting them under oath. After the charges have 
been heard and a finding of guilt has been arrived at and 
is sustained by the Regents, the determination is sub- 
ject to review by the Appellate Division, if the accused 
so desires. Although we have much latitude, we are 
anxious to get at the truth. 

Our Committee can issue subpoenae, and therefore 
we can get anyone before us. We are not bound by 
strict rules of evidence, but sufficient legal evidence must 
be produced to sustain a finding. We make our own 
rates and regulations. Mr. Ullman, our counsel, has 
been most able in this particular. He is supplied us by 
the Regents. 


A NOTHER function of our Committee is in settling 

controversies between physicians or between a 
physician and a patient. That is rather interesting for 
this reason: that where they mutually agree to submit 
their differences to our Grievance Committee, it is not 
subject to appeal. It is an excellent plan. That takes 
it out of the public eye, ina way. It lets two physicians 
who have a controversy, or a physician and a patient 
who have a controversy, have it settled out of court. It 
is a very interesting phase of the law. 

On dismissal of a case the Committee can relieve the 
accused of all odium and dishonor. Here comes a pa- 
tient who trumps up a lot of false charges. The 
physician must answer the charges. He has got to ap- 
pear in court. After it is all over, if any publicity is 
attached to it, he never could live it down. It is a ques- 
tion of giving a dog a bad name. The Committee has 
the authority to exonerate fully the physician, and pub- 
lish this as widely as it sees fit. 


WANT to exhibit some of the work which this Com- 
mittee has done, and I do not know of any better 
way to do it than to give the results that have been ob- 
tained in our work up to a definite period of time. I 
shall read from the report of Dr. Rypins as of January 
1, 1932, which has never been published : 

“During the past six months your Executive Committee has 
received 38 complaints against licensed physicians, which brings 
the total number of complaints received since September, 1928, 
when the Committee began its work, to 201. It is apparent that 
the approximate number of compiaints received annually is 
neither diminishing nor increasing, but the character of the 
complaints and the method of their disposition has changed 
appreciably and is worthy of brief comment. 

“As Mr. Ullman is submitting an excellent brief analysis 
of the individual cases considered by the sub-committee during 

the last six months, I shall limit my remarks to a classification 
of these cases. Of the 38 cases received, 11 were dismissed 
by the Executive Secretary on the grounds either that the 
complaint did not fall within the purview of the Committee's 
functions under the statute, as for example, malpractice or 

unethient conduct ; or that no evidence was submitted on which 

o base the charges alleged. Of the remaining 27 cases, all 

“ut one have been disposed of informally by one of the sub- 
committees without the necessity of filing and hearing formal 
charges. This indicates a distinct improvement in our tech- 

‘ique, as it saves both the committee and the defendant from 
long and expensive hearings, where it is obvious that the 
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matter will not necessitate final action by the Board of Regents. 
In this way the Committees have been able to accomplish as 
much work as in previous periods, with the expenditure of a 
definitely lesser amount of time and energy. It is obvious that 
experience is the only real guide to the increasingly efficient 
work of the Grievance Committee. 

“The nature of the complaints received may be classified as 
follows: 


5 
Aiding and abetting illegal practitioners ......... 6 
Fraud and deceit in practice ................005 8 
5 


“These 38 cases may be re-classified in accordance to their 


disposition as follows: 


Dismissed by Executive Secretary .............. 11 
Dismissed by Sub-Committee .................... 

Pending before Sub-Committee ................. 15 
Held in abeyance by Sub-Committee ............ 3 
Exonerated by Sub-Committee .................. 4 
Formal charges in progress l 


“Finally I have again re-classified these 38 cases to indicate 
to what extent the work of the Grievance Committee benefits 
the medical profession primarily, and to what extent it benefits 
the public. 

“Subtracting from the 38 cases the 15 which are still pending 
before the Sub-Committee, the remaining 23 cases may be 
classified into three groups: first, those in which evidence was 
such that the Committee protected physicians wrongly accused, 
of which there are 15; second, those in which there was definite 
evidence of improper conduct on the part of physicians, but 
insufficient evidence for definite action, of which there are six; 
and third, cases involving improper conduct justifying formal 
procedure, of which there is one, For the first time it is evi- 
dent that the proportion of physicians guilty of misconduct in 
greater or lesser degrees is less than the proportion of phy- 
sicians wrongfully accused who have been protected by the 
Grievance Committee. 

“As a matter of interest, I have made a brief study of 100 
cases which have come before the Grievance Committee, in an 
effort to analyze the possible sources of misconduct on the 
part of licensed physicians. These cases have been classified 
according to the number of years of practice; schools from 
which physicians graduated; foreign and American graduates ; 
and location of practice. 

“The distribution of these cases according to years of prac- 
tice in five-year groups is as follows: 


11 


Fifty-Mve years 
“Contrary to my impression, the number of years in practice 
appears to have no significance, the relatively small number in 
practice forty-five years or more being in proportion to the 
lesser number of physicians in these age groups. 

“The medical schools from which these physicians graduated 
is of considerable interest. The figures are as follows: 

16 
od 10 
New York Homeopathic .................-..+0: 6 

and various other schools through the country, 1 each. 

“In view of the large number of graduates of medical schools 
in New York City who are practicing there, I do not attach 
significance to the disproportionate number from the New York 
City medical schools. However, I think it is significant that 
such distinguished medical schools as McGill, Columbia, Hop- 
kins, Cornell, and Yale are not without sinners. 

“In view of the general feeling that foreigners lower the 
standards of medical practice, it is interesting to note that only 
about 12 per cent of the offenders are from foreign institu- 
tions, whereas over 17 per cent of our practitioners come from 
foreign medical schools. 


> 
, 


“Finally, I have classified these one hundred practitioners in 
reference to the locality of their practice into three groups: 
first, those in Greater New York, of whom there are 92; those 
in other citics of over one hundred thousand, of whom there 
are 3; and those in smaller cities and towns, of whom there 
are 5. In view of the fact that approximately two-thirds of 
the physicians of New York State are practicing in Greater 
New York, the fact that 92 per cent of those cases are located 
there is of some definite significance. With some hesitation I 
construe this disproportionately large percentage of offending 
physicians in New York City as due to a natural penetration 
of commercialism, due to the economic pressure of life in the 
metropolis.” 


I AM going to take up another matter now which will 

probably bring up some discussion. This is purely 
an impersonal matter. I want to speak of fee-splitting. 
That poor fee-splitting baby has been handled until I 
think it won’t ever learn to walk. I do not know of 
any organization which has not tried to handle it. The 
American College of Surgeons undertook to draw up 
rules and regulations for their members, and they did. 
How far they got in this being carried out by their 
members, I do not know, but there was a great deal of 
talk. The American Medical Association started to 
carry out a rule against fee-splitting. They are out in 
Chicago. The State Society said they were going to do 
something about fee-splitting and they met in the West- 
ern part of the State. The County Society is talking 
about fee-splitting. The only thing that interests the 
Grievance Committee is where it is concerned with de- 
ceit and fraud in the practice of medicine. We know 
it is unethical; we know it is not a good thing; we do 
not know that it is illegal unless it combines with it de- 
ceit and fraud in the practice of medicine. I am sorry 
that there is not present tonight the man who made a 
very extensive investigation of fee-splitting—Dr. Moses 
Keschner. I never saw a more complete analysis of 
the situation than he wrote for the Grievance Commit- 
tee. For your benefit I want you to hear a proposed 
resolution which is having the consideration of the 
Grievance Committee: 

“WHEREAS, a practice is reported to exist amongst some 
members of the medical profession by virtue of which a phy- 
sician who may be a surgeon or specialist and who is hereafter 
mentioned as the ‘referred’ physician is expected to pay or 
offers to pay or does pay to a physician (usually the family 
physician or a general practitioner) hereinafter referred to as 
the ‘referring’ physician, a portion of the fee paid to the ‘re- 
ferred’ physician for services rendered by him for the patient 
referred to him, which practice is commonly known as ‘fee- 
splitting,’ and 
Wuereas, such sharing of fees is generally concealed from 
the patient who usually pays a separate fee to the ‘referring’ 
physician, and by reason of such ‘fee-splitting’ is frequently 
compelled to pay a fee to the ‘referred’ physician which is 
higher than the circumstances warrant, and 
Wuenreas, under such practice the sharing of fees is concealed 
from the patient, a material fact which should be disclosed to 
the patient by reason of a relation of physician and patient 
being thus suppressed, and 
Whereas, the secret division of fees under the circumstances 
above recited affects the judgment of the ‘referring’ physician 
as to the ability or competency of the surgeon, specialist or 
physician to whom the patient is referred and as to the neces- 
sity for the services of the latter, and tends to exploiting th: 
sick and commercializing the medical profession, and casts 
reflection on its high standing and purpose, and is contrary to 
the interests of the public in general, now, therefore, be it 
REsoLveD: That it is the sense of the Medical Grievance Com- 
mittee of the State of New York that the division or sharing 
of fees, or ‘fee- splitting’ between physicians, whether gra- 
tuitous or by way of agreement, practice or custom, or to what- 
ever extent or in whatever manner, there be a participation in 
the fee paid by the patient to a physician to whom the patient 
is referred, and regardless of the nature of the services ren- 
dered or to be rendered, constitutes fraud or deceit in the 
practice of medicine on the part of both the physician giving 
the fee and the physician receiving same, within the purview 
of Section 1264 of the Education Law (Medical Practice Act), 
provided, however, that such division or sharing of fees or 
‘fee-splitting’ shall not be considered as constituting fraud or 
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deceit in the practice of medicine if same is disclosed in writing 
to the patient by either physician at the time that the patient 
is referred, and provided further that the physician to whom 
the patient is referred shall also set forth in a bill or receipt 
delivered to the patient at the time the fee is fixed or payment 
is made, a statement that a part of said fee, mentioning the 
amount, is to be paid to the referring physician, or in the 
event that the fee is fixed by or payment is made to the re- 
ferring physician, that the referring physician make a similar 
statement in a bill or receipt to be delivered by him to the 
patient and be it 

FuRTHER REsoLveD, that the foregoing resolution shall not apply 
to physicians jointly practicing medicine and occupying the 
same suite of offices for that purpose, in which case separate 
charges of each physician are not made, but one charge is 
made by one of said physicians for medical services rendered 
by both; and be it 

FurTHER ReEsoLvep, that it is the sense of the Medical Griev- 
ance Committee that the payment or acceptance by a physician 
of a commission, rebate or part of the fees or moneys or ac- 
counts paid or to be paid by patients referred or recommended 
by said physician to individuals, firms, corporations, institu- 
tions, hospitals, sanitaria, homes, or other establishments for 
the treatment of the sick, whether such moneys are paid for 
rent, board, nurses, medical aid, medical attendance, instru- 
ments, appliances or supplies or the like, constitutes fraud or 
deceit in the practice of medicine on the part of all concerned 
unless the arrangement and payment of such commission or 
rebate is disclosed to the patient in writing, and be it 
FurtTHER ReEso_ven, that the aforesaid preambles and resolutions 
shall be deemed a rule of the Medical Grievance Committee, 
duly adopted by it in accordance with the powers granted the 
Committee by law, for the guidance of the Committee in mat- 
ters coming before it for consideration and determination in 
which ‘fee-splitting,’ ‘commissions’ or ‘rebates’ are involved; 
and be it 

FurTHER REsotvep, that a copy of the foregoing be forwarded 
to the Journal of the Medical Society of the State of New 
York and to the newspapers of the State of New York, with the 
request that same be published, to the end that knowledge there- 
of may come to the physicians of the State of New York and 
to the public in general.” 


E have another type we have to meet, namely, 
those who have not sinned enough to have their 
licenses annulled, and in which a censure is necessary. 
The Regents usually refer the matter of a censure to us 
for administration. Our written censure is as compre- 
hensive as it can be to convey to the offender exactly 
what he has done, what his future conduct must be to 
free him from any further disciplinary action, and also 
it is a matter of record that he has been censured in the 
event of any further misconduct. Then we have verbal 
censure: He is called before the full Committee, and 
we talk to him. A number of the younger men who 
have made a wrong start in life can sometimes be talked 
to. This is not to humiliate them; it is to try to bring 
them back to ethical medicine. 

Recommendations for dismissal, revocation, and so 
forth, require the approval of the full Committee of 
ten. It has to be unanimous, and it is some job to get 
ten men to deny a physician the right to practice. I 
want to say that when we recommend that a man’s 
license be taken away, he is guilty! That is never ar- 
rived at before a final opinion in writing is recom- 
mended by the Sub-Committee which has heard the 
case. Discussion is held at great length in such cases. 

Such are the proceedings of our Grievance Com- 
mittee; such is the way in which it works, and I can 
sum it up very properly in a single sentence that was a 
part of my report a year or so ago. [I stated at the time 
this was made, and I state it now, that the most effec- 
tive result of the work of the Grievance Committee has 
been due to its “whole-hearted desire to reach a fair and 
just conclusion. It has divorced itself from politics, per- 
sonal influence, hearsay, and everything which would 
prejudice a just and fair consideration of the cases pre- 
sented, but at the same time has jealously guarded its 
desire to be human.” 

7 East 88th Street. 
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ics has been a frequent topic of discussion all over 

the country. The various medical journals have 
published innumerable papers on the subject. Many of 
the articles deal with conditions endemic in character, 
but throughout all of the papers there is a unanimity 
of opinion that we have been so engrossed with the ad- 
vancement of ethical, cultural and scientific medicine 
and our daily task of caring for the sick that we failed 
to perceive there was an economic side to medicine until 
a reduction in our income brought the matter. forcibly 
to our mind. The present universal discussion is an 
indication of our awakening to the necessity of giving 
more time than we have, in the past, to this important 
matter. 

The doctor, in his business relations with merchants, 
bankers and others, neither receives nor expects any 
special consideration because of his calling or the 
amount of gratuitous service he dispenses. He is ex- 
pected to discharge his obligations like any other citizen 
and, in order to function as a useful member of society, 
must be paid for his services. I think all fair minded 
people will agree that the physician is entitled to a re- 
ward for his labor, commensurate with his ability, train- 
ing and experience. 

Now let us see if we can visualize some of the rea- 
sons for our present economic plight. Some of our 
problems are general in scope and I will not dwell upon 
them. The economic problems of the various com- 
munities differ, so we will confine our survey to the 
greater city. Before proceeding, we cannot overlook 
the fact that the medical profession is profoundly af- 
fected by the present general economic conditions. We 
can do little, if anything, about it. I merely mention 
this in passing. Our problems go deeper than the de- 
pression. The latter has forced us to do some inten- 
sive thinking about conditions which have existed for a 
long time. I will now enumerate and discuss conditions 
that I consider have an important bearing on the eco- 
nomic status of the physicians in New York City. 


IRST: Overcrowding of the profession. We have 

in Greater New York 12,775 physicians listed in 
the 1932 Medical Directory: about one doctor for every 
550 of our population. The 1930 Directory listed 
12,176, an increase of 599 in two years. For the rest 
of the State, we have one physician for every 790. 
For the entire country, one for every 780. By 1940 it 
is estimated the latter figure will be reduced to 750. An 
adequate proportion is one active physician for every 
1000-1200 persons, depending on size and type of the 
community. In 1900, in the days of horseback and 
buggy transportation, and with certain diseases very 
prevalent that are now very rare, the medical schools of 
the country turned out 5214 graduates. In 1930 less 
than half as many schools turned out 4565. A consid- 
erable number of graduates of other countries come to 
New York each year. As an illustration, of the gradu- 
ates of the 1925 class from Canadian colleges, 39% 
are practicing in the United States, while only_1/10 of 
1% of the 1925 class from American colleges are lo- 


I the past few years the subject of medical econom- 
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cated in Canada. In the same year, 1925, 610 foreign 
physicians were licensed to practice in the United 
States. In addition, a large number of our young men, 
unable to obtain admission to schools in the United 
States, are going abroad to obtain their degree. In 
1932, we had 1481 citizens of the United States in 
foreign medical schools. Our population is likely to 
become stabilized in a few years and with the supply of 
physicians constantly increasing in the United States 
and settling in our urban centers, this condition of over- 
crowding will become worse. If the ratio of physicians 
to our population was in proportion to what it is in 
Germany and France, we would have one doctor to 
every 1600 persons. The Lowell Commission on Medi- 
cal Education, in its final report, issued last month, 
stated that we have a surplus of at least 25,000 physi- 
cians, although it adds that the number of thoroughly 
qualified physicians is and always will remain insuffici- 
ent. This comprehensive and unbiased report, by the 
way, emphasized the dangers of sickness insurance “as 
a panacea for overcoming all the unsatisfactory eco- 
nomic and professional problems involved in treating 
the sick.” It was the opinion of this committee that 
the proponents of sickness insurance were not familiar 
with the fundamental professional, educational and 
technical questions involved in such problems. The con- 
clusions of this committee, which issued its report a 
short time after that of the Wilbur organization, are in 
decided variance with the latter report on this subject, 
although Dr. Ray Lyman Wilbur was a member of 
both commissions. 

The intense competition in our city may in time force 
a number of physicians to settle elsewhere, but I do not 
think the overcrowding will ever be entirely eliminated. 


ECOND: The treatment of the non-indigent in 

our hospitals and dispensaries. We have, in the 
City of New York, 23 municipal hospitals, of which 6 
are located in Brooklyn, and 114 private general and 
special hospitals, of which 34 are located in our 
Borough. In addition, we have 108 proprietary hos- 
pitals, which cater exclusively to private patients. The 
number of municipal dispensaries in our City is 14, of 
which 5 are in Brooklyn. The number of general and 
special dispensaries is 78, of which 21 are located in 
this Borough. 

There are nearly 500,000 persons passing through the 
wards of New York hospitals yearly and nearly 2,000,- 
000 passing through our dispensaries. It is difficult to 
estimate how many of this large group could afford to 
pay for medical service. “In the metropolitan area, 
about half the people have been given medical service 
at public or medical expense for more than 50 years” 
(W. H. Ross: “Medical Care and Service”). I want 
to say right here and now that any institution or dis- 
pensary that encourages by its passive action the ac- 
ceptance of free medical service, by an individual who is 
not indigent, is doing that person more harm than good. 
It is encouraging that individual to be remiss in his 
rightful obligations, which is not for the best interests 
of society. Furthermore, it is depriving the physician 
of his means of livelihood. A physician accepts a dis- 
pensary appointment with the tacit understanding that 
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he is expected to give of his skill and services only to 
the poor, and I do not think any institution or dispen- 
sary is playing square with the doctor or the commun- 
ity if it makes no attempt to make a reasonable investi- 
gation of the financial condition of those applying for 
free medical service. Because we have always con- 
tributed to the welfare of mankind by taking care of 
the indigent without compensation is no reason why 
our traditional spirit in this respect should be abused. 

THIRD: Encroachment in the practice of medicine, 
by the City, State and government-controlled hospitals. 

FOURTH: Practice of medicine by lay corporations 
and industry. 

FIFTH: Lessened incidence of certain diseases. 
Medical research, teaching of preventive medicine, new 
medical discoveries and the extension of public health 
activities have resulted in a remarkable diminution of 
certain diseases that formerly kept physicians busy. 


IXTH: The ubiquitous auto, other improved meth- 
ods of transportation and the universal use of the 
‘phone enable the physician, in a day, to do almost 
double the work of his colleague of the horse and buggy 
age. It is reasonable to assume that two physicians can 
dc the work required of three at the beginning of the 
century. 

Before concluding this survey, it would, perhaps, be 
well to do a little self appraising and not blame all of 
our troubles on someone else. Are we making the best 
of our opportunities for improvement? Are our patients 
receiving the best medicine can offer? Are they getting 
a square deal in other matters? An occasional mental 
research of ourselves may enable us to discover, using 
the vernacular of the day, just why we are not clicking. 

With this summary in mind, we can realize the mag- 
nitude of the economic and social problems confront- 
ing medicine in Greater New York. They are differ- 
ent from those existing in any other part of the coun- 
try. We have an immense cosmopolitan population, an 
overcrowded profession, a large group of health agen- 
cies, a multitude of hospitals and dispensaries compet- 
ing for patients, five medical colleges and professional 
overhead which is probably the highest in the country. 


ORGANIZATION : 


BELIEVE the sine qua non for the solution of many 
of our problems will be found in an efficient admin- 
istrative body, backed by a united profession. When 
will the profession learn the great value of organiza- 
tion? When will it awaken to the value of unanimous 
opinion? Dr. W. H. Ross, in a paper discussing the 
value of medical organization, said that “If medicine 
could be as well organized as industry, or labor, or in- 
surance carriers are organized, it would become a 
mighty force in the solution of our professional prob- 
lems and in the direction of public medical opinion.” 
There is a large group of men outside our ranks who 
are financially able to join our Society. It is decidedly 
unfair of this group to refuse to share our burden. 
And it is worse for them to criticise us when they them- 
selves are doing absolutely nothing to cure the evils they 
complain about. They accept the mantle of protection 
which organized medicine provides and seem unable to 
comprehend that if it were not for the great twelve 
years work of organized medicine in this county in 
fighting health insurance, they would not now be prac- 
ticing as independent medical citizens. 

These individuals are compelled by law to pay taxes 
for the protection afforded them by society, they volun- 
tarily pay insurance to protect their homes in case of 
fire, they voluntarily carry insurance on their autos to 
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protect them in case of accident and they refuse to 
support organized medicine, which is protecting their 
only means of livelihood. Some day these individuals are 
going to awaken from their slumber and find a package 
on their doorstep labeled “State Medicine, non-return- 
able.” Then from them you will hear a huge hue and cry 
to organize and do something about it. It will be too 
late then. 

I have no objection to the organization of any group 
outside our ranks. It is a good thing for doctors to dis- 
cuss their social and economic problems. But, I am 
also of the opinion, subject of course to change, that in 
organized medicine as exemplified in the County So- 
ciety we have the strongest body at our command to 
work out our local problems. 


ADMINISTRATION : 


M ANY of the problems pressing for solution are 
City as well as borough wide. Now, medicine is 
not a business and I hope it will never become a busi- 
ness but that is no reason why we should not use com- 
mon sense and ordinary business methods in attempting 
to solve the various present-day problems of medicine. 
Our present administrative machinery is slow, antiqu- 
ated, cumbersome and entirely voluntary. By voluntary, 
I mean the officers and various committees. The ever- 
increasing problems of medicine in our City, with their 
many social complexities, can never be effectually 
solved, in my humble opinion, with our present methods 
of administration, which depend mainly on committees, 
correspondence and occasional conferences to accom- 
plish the work. The officers and committees, no matter 
how willing they may be, simply cannot give the time 
necessary to the work. With the limited time at their 
disposal, they have done remarkably well. But while 
they are at work on one problem, and before it is solved, 
two new ones may appear. And don’t think for a mo- 
ment I am speaking disparagingly of the magnificent 
body of men who have been the leaders of medicine in 
the different boroughs in recent years. Many of them 
I have known personally. They gave to the work the 
best that was in them and were sparing of neither their 
time, nor energy, nor health in trying to solve the prob- 
lems at hand. Each and every one of them added a 
stone of progress to the monument slowly being erected 
in honor of the achievements of organized medicine. 


HIRTY-FIVE years ago, the present City of New 
York came into being as a result of the consolida- 
tion of five counties and the three cities existing within 
the group. We are still functioning as individual units 
and should continue to do so for the promotion of scien- 
tific medicine and the study of strictly local problems. 
But, I think the time has arrived for the five County 
Societies to more effectually consolidate their efforts and 
work as a unit on the many medical, professional and 
social problems pressing for solution in this City. 

I believe the five County Societies should replace our 
coordinating committee with a permanent Medical 
Council or Medical Business Bureau, call it what you 
may, having a full time working personnel and headed 
by a high-class Medical Prime Minister as it were, who 
would also devote his entire time to the Bureau. This 
council would have representatives from each society to 
direct the work. Let this be the body to whom our 
citywide problems may be referred for definite action 
after we have carefully studied a question and made 
our recommendations. Tell this council what we want 
done and if it is not practicable or can’t be done, let us 
know why without a year being taken to tell us. A 
responsible official should be held accountable for such 
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work. The problems of medicine (I do not mean 
scientific) are with us every day and they must be stud- 
ied by us every day and not in our spare time. We 
have justly been accused of neglecting them. You can 
rest assured they are being studied by those outside our 
ranks. Since we have to make a living and cannot give 
the time required to the work, let us employ someone 
to do the work for us. That’s only common sense. 
And I am sure the medical profession of the Greater 
City will support the idea. 

If this Council is formed it could be developed in 
other directions, eventually becoming a clearing house 
for our local problems as well. 


| Bro us not forget that many of the big problems 
now on our hands were small problems in the be- 
ginning and they grew to be large either because we did 
little or nothing about them or were lacking in the ma- 
chinery to do it. 

You would think it ridiculous if the City attempted to 
run its Fire Department with volunteer firemen. Well, 
I think it is just about_as ridiculous for the medical 
profession of the City to think they can effectually cope 
with their medical problems with volunteer workers, 
meeting occasionally, with their personal problems most- 
ly occupying their minds between the meetings. 

These conclusions are based on my observations of 
how our administrative work is conducted, after 16 
years of active participation in our County Society’s 
activities and as a delegate to our State Society meet- 
ings for many years. 

Continuity In THe Orrice oF THE PRESIDENT: 


I wish to point out at this time what I consider to be 
another weakness in organized medicine, which extends 
from our national organization right down to our 
County units. I refer to the election of a president for 
a term of one year. I realize, when I speak of this, that 
I am striking at old traditions. As it is now, a presi- 
dent comes into office and sees so many problems fac- 
ing him that he doesn’t know where to turn. And the 
reason he has so many problems is because his prede- 
cessor was not in office long enough to clear them up 
and they have been handed down, like the sins of our 
fathers, from one president to another. If we get a 
good secretary or treasurer, we keep him in office, and 
justly so. Real leaders are scarce now and if we oc- 
casionally get a real leader, who has some accomplish- 
ments to his credit at the end of his term, and he wishes 
to continue, keep him on. Very little can be accom- 
plished in a year. If a business organization hired a 
manager for a year and he made a success of his job, 
it certainly would try to hold on to him and we should 
do the same. 

I would recommend changing our Constitution, al- 
lowing the President to be elected for three successive 
terms. 

PREVENTIVE MEDICINE: 

I do not believe the profession has realized the ne- 
cessity of engaging more actively in the practice of pre- 
ventive medicine. In the future, a considerable part of 
its income will be derived from this source. Why should 
a physician neglect or hesitate to render this great serv- 
ice to his patient—that of keeping him well? The phy- 
sician must be an adviser of health as well as a healer 
of disease. 

It has been estimated that 2% of our population are 
sick at a given time; 98% well. I think we would de- 
rive more satisfaction and greater remuneration from 
taking care of the 98% who are well, than depending 
for our income upon the 2% who are ill. 
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When will physicians awaken from their lethargy 
and realize the importance of this work? Do you think 
for a moment that if a concern had an article to selk 
which 2% of the population required, and that in the 
other 98% they had a potential market for the same 
product, they would neglect to cultivate that market? 
They would not. 


HIS idea of preventive medicine is constantly be- 
ing brought to the attention of the public through 
the press, the radio, in magazines and in many other 
ways, but the patient’s physician, in the final analysis, 
is the one who can best promote the idea. And sad to 
relate, the average physici:.n, so far, has taken little in- 
terest in this growing and important subject. This is a 
fruitful field for the general practitioner, who, after 
all, is capable of treating 85 to 90% of all illness in his 
office or the home. I believe, before this depression 
passes away, the family physician will be restored to the 
dignified position he formerly occupied in medicine. 
Preventive medicine and curative medicine go hand 
in hand. The time was never more opportune than at 
present for efficient cooperation between the medical 
profession and public health agencies. The appropria- 
tions for Health Departments are being reduced and 
they are anxious to turn back to the profession duties 
which they should never have assumed. Our municipal 
and State Health Departments should confine their ac- 
tivities to matters of sanitation, water supply, quaran- 
tine, inspection of food supply, etc., and not engage in 
the practice of medicine, and I believe that if they were 
assured of our whole-hearted, active cooperation at all 
times, we could recapture for the profession the pro- 
gram of public health work. 


DISTRIBUTION OF MEDICAL SERVICE: 


The greatest health problem of the country is that of 
making modern medical services available to the entire 
population at a reasonable cost to the patient and com- 
munity. This question requires calm, dispassionate 
study. We realize health is the greatest asset of the in- 
dividual and the nation. We also know that the science 
of medicine has advanced at a much faster rate than 
the distribution of medicine. This is not the fault of 
the profession but is due to the rapidity with which 
knowledge has grown in recent years. A special com- 
mittee of our society is now studying this important 
matter. 

We have been criticized by those outside our ranks 
because we have been reluctant to propose sweeping 
changes in the present form of practice. That is per- 
fectly true. As a result of the costly experiences in 
other countries, we have been apprehensive regarding 
attempts to interfere with the individual service of the 
physician to the individual patient. The discontinuance 
of such relations introduces a mediocrity and routine 
which ultimately react to the disadvantage of the 
patient. If we have been conservative, it is only be- 
cause we feel that any change is justified only on the 
premise that the new methods to be adopted are super- 
ior to those they would supplant. 

To summarize our immediate tasks :— 


I—Overcrowding of profession. Through our State 


and national organizations, we should petition the As- 
sociation of American Medical Colleges to give serious 
consideration to the question of limiting the number of 
students to the requirements of the nation. At the pres- 
ent time, nearly 6,000 physicians are being licensed 
yearly in the United States, which is almost double the 


(Concluded on page 79) 
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“1 careful consideration of the report of the 
Committee on the Costs of Medical Care by every 
member of the medical profession will prove of much 
service to all. The experience gained through the years 
of practice by men whose minds have been trained by 
much study and reflection should be an effectual means 
whereby to separate the theories of professional social 
workers from actual facts and to prevent unwarranted 
deductions. The charts of Dr. O’Reilly furnish another 
illustration of conclusions drawn from partial statistics 
by the Committee and the different conclusions he ob- 


tains. The attempt to use some slogan of comparison 
of war fatalities to peace time death rates is well 
exposed. 


There is not enough said in the report of the Com- 
mittee on how unfavorably the countries with compul- 
sory health insurance compare with our country in the 
care of public health, nor is attention drawn in the re- 
port to the fact stated by Dr. O'Reilly of the favorable 
results and steady improvement in the United States. 


—T. A. McG., Economics Editor. 


Allergic Headaches 


An analysis of the symptomatology and associated patho- 
logic changes in sixty-five patients in whom headaches could be 
induced by clinical trial reveals: 

1. In approximately 85 per cent of the patients the headaches 
were characterized by prodromata, aura, unilateral or bilateral 
headache and a postmigrainous phase of exhaustion, sleepiness, 
polyuria or nasal symptoms. 

2. The term migraine implies a clinical, not a pathologic en- 
tity, and should be used as such, and the specific cause of the 
attack should be stated, when known. 

3. There is a wide variation of symptoms in the same pa- 
tient, in different attacks. 

4. The familial history of the headache is approximately 
three times as frequent as is the history of any allergic dis- 
ease. 

5. Headaches due to specific sensitization may be classified 
according to symptomatology as (a) migraine and (b) head- 


aches without sensory, motor or vasomotor changes. The lat- 
ter group includes (1) headaches without other demonstrable 
pathology, (2) attacks associated with allergic reactions in the 
nose and sinuses, that is, frontal and other headaches occurring 
in patients with seasonal or perennial vasometer rhinitis, and 
(3) the headache of general allergic reaction. According to re- 
currence they may be classified as the periodic and nonperiodic. 

6. The findings obtained by gastric analysis, basal metabolism, 
cytologic study and ophthalmoscopic examination have not 
been of diagnostic value. The weight and height average of 
these patients was within the normal limits. 

7. Passive transfer was accomplished using the technic of 
Prausnitz and Kistner. 

From these studies it appears that the symptomatology, 
familial history and proten manifestations of headaches due to 
specific sensitization are similar to those of hereditary mi- 
we —Hersert J. Rinker, M.D., and Ray M. Batyeat, M.D., 
A. M. A., Sept. 3, 1932. 
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Abstracts of Papers 


Abstracts of papers read before the Annual Meeting of the Society of Plastic and Reconstructive Surgery, Dr. Jacques W. 


Maliniak presiding. 


J Plastic Surgery as an Organized Specialty and Problems Confronting it 


., Maliniak. 


Chairman’s Address (Abstract). Dr. Jacques 


. Surgery of Cleft Palate (Abstract). Dr. Harold S. Vaughan, Discussion by Dr. Robert Ivy and Dr. | ape G. Burdick. 


The Use of Fascia in Reconstructive Surgery with Special Reference to Operative Technique. 


(. 


4. Radium as an Adjunct to Plastic Surgery of the Head and Neck. 
5. The Value of Bone and Cartilage Grafts in Rhinoplasty. 
Discussion by Dr. Robert Ivy, Dr. Carl G. Burdick, Dr. Patter son, 


Dr Maxwell Maltz. 


. Chas. Murray Gratz 


Dr. G. Allen Robinson (Abstract). 
Dr. W. W. Carter (Abstract). 


Dr. Leon T. LelVald, Dr. Ira Kaplan, Dr. Hermann Feit, 


Plastic Surgery As An Organized Specialty and 
Problems Confronting It 


Jacques W. Ma iniak, M.D., Chairman 
New York, N. Y. 


the damages of the late war to cut through all the 

stumbling blocks and to place Plastic Surgery in a 
position where it could develop in great strides. The 
situation provided great concentration of material and 
opportunity to check up on old surgical methods and 
permit a more thorough investigation of the problems 
involved. In the post-war period the slow diffusion of 
recognition of this surgical field throughout the profes- 
sion was due mainly to the lack of scientific organiza- 
tion so essential to medical progress. Without organ- 
ized research facilities, without graduate and post- 
graduate education, without journals sufficiently devoted 
to its interests Plastic Surgery could not but be delayed 
in its progress. 


1: took the crying need for this work in alleviating 


INDICATIONS 


Cleft lip and cleft palate belong to the most important 
congenital deformities; with the surgical technique at 
our disposal today there is no reason why every cleft 
lip should not result in a satisfactory reconstruction. 
(Of the many methods available for the repair of cleft 
palate the method of Veau has great advantages and 
should be used whenever possible. 

In autoplasty the repair for total loss of the auricle 
can still be greatly improved. On the other hand the 

repair of ear deformities consisting in abnormality of 
size, shape and position is generally satisfactory. 

In the field of rhinoplasty the end result in the repair 
of partial or total defects as well as in the repair of 
different types of congenital and acquired abnormalities 
is most gratifying. 

In the repair of skin defects, especially around the 
face, by means of free skin grafts, improvements need 
to be made in matching the color of the transferred 
skin surfaces. The advance in the art of tattooing 
would be of great help to this end. 


In motor injuries the immediate proper repair of torn 
and lacerated structures is of great value in the pre- 
vention of deformities. Organization of an adequately 
functioning first aid in the general hospital is in this 
respect of great importance. 

Breast Deformities: Among defects which are fre- 
quently observed in this field are breast deformities of 
oversized or atrophic type. The surgical procedure of 
choice in the repair of these deformities consists in the 
transposition of the areola and nipple with removal 
of the excess skin and glandular tissue. The surgical 
repair of breast deformities has been greatly popular- 
ized during the last decade, particularly in Europe. 

Cosmetic disfigurements are considered physical im- 
perfections of the congenital or acquired type, often 
of a minor nature. There are legions of women who 
for social or professional reasons wish to preserve their 
youthful appearance through surgery. There is no 
doubt, however, that in many instances these cosmetic 
imperfections of a minor nature are met with in neu- 
rotic and hypersensitive individuals. Before aitempting 
any correction one should be certain of the indication 
in each particular case. 

Abstract of Dr. Harold S, Vaughan’s Paper, “The 
Surgery of the Cleft Palate” 


AVORABLE results in the repair of cleft palate 
depend upon a recognition by the operator of sev- 
eral important factors. 
1, Recognition and conservation of the blood supply 
in the preparation of flaps. 
Lateral incisions of such extent as to permit ap- 
proximation without tension. - 
. Supplementary support of the suture line by im- 
mobilization of the soft palate. 
. Support of the suture line in the hard palate and re- 


oN 


‘ 
4 


78 


lief from pressure when necessary. 

Though many types of operations have been sug- 
gested for congenital cleft palate, the author believes 
that the modified von Langenbach, with the Mackenty 
lead ribbon support for the immobilization of the palate, 
gives the best results. 

Principle of the Dorrance “Push-Back.” A cleft 
palate contains less tissue with which to produce a 
palate of normal length. Where the palate is short, 
Dorrance of Philadelphia has suggested the “push- 
back” operation, which is applicable to clefts of the soft 
palate, including those which extend for some distance 
into the hard palate. The author does not, however, 
consider this operation suitable for complete clefts 
through the hard palate where a hole would have to be 
left in the anterior portion of the hard palate, thus 
condemning the patient to the use of a plate or obturator 
to close the anterior defect. 

The operation is a further modification of the von 
Langenbach and consists in carrying the lateral in- 
cisions forward until they meet posterior to the in- 
cisor teeth and also extending them well behind the 
maxillary tuberosities. After the tissues are elevated, 
the hamular process is fractured from the pterygoid 
plates, releasing the tendon of the tensor of the palate. 
If the palate is not extremely short, it can then be car- 
ried backward to touch the posterior pharyngeal wall. 
The anterior loose edge is then sutured to the posterior 
border of the palate bone. The margins of the cleft 
are sutured in the usual manner and supported by the 
lead ribbon. 


Dr. Charles M. Gratz: “The Use of Fascia in Recon- 
struction Surgery with Special Reference to Oper- 
ative Technique” 


SUMMARY 


1. The operative technique of fascial transplantation is 
based primarily on the study of the physiology of 
these tissues. 

2. Fascial sutures will grow solidly to bone, muscle 
and fascia if properly coaptated, and will live in 
these host tissues indefinitely. 

3. The technique herein described and supplemented by 
the moving picture demonstration has proved clinic- 
ally to conform with the above requirements. 

4. The new instruments have proved of value in sim- 

plifying the operative work. 

5. Research work for the study of tensile strength and 
elasticity of fascia has been of value in aiding the de- 
termination of the proper choice and size of suture 
best suited for the individual case. 

6. The technique is so devised that the entire stress 
is borne by the suture itself without relying on the 
Strength of scar tissue. This has permitted earlier 
mobilization. 

Comment: The field of fascial transplantation is 
constantly increasing and it is hoped that this prelimi- 
_ work will promote further research along these 
ines. 


Dr. G. Allen Robinson: “Radium as an Adjunct to 
Plastic Surgery of the Head and Neck” (Abstract) 


Radium is an aid to surgery in the treatment of the 
following conditions: 
1. Angiomas 
2. Keloids 
3. Rhinophyma 
4. Epidermoid Carcinoma of the skin 
5. Orbital neoplasms 
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6. Carcinoma nasal sinuses 

7. Carcinoma pharynx and larynx. 
8. Tumors of the jaw 

9. Fissures and fistulae of the neck 
10. Tuberculous cervical adenitis 


ANGIOMAS 


Radium exerts a definite, specific and selective ac- 
tion on the abnormal endothelial cells lining the blood 
vessels which make up the tumor process. The en- 


‘ dothelial cells are radio-sensitive and are easily de- 


stroyed. The inflammatory reaction in the tissue fol- 
lowing radium therapy results in an obliterative fibrosis 
of the vessel walls. 

I do not believe that the medical profession ap- 
preciates the value of radium in the treatment of kel- 
oids. Radium applicators are adaptable to small, large 
or irregular keloids. The fibroblasts and collagen 
matrix in the new formed keloids is radio-sensitive and 
the response to treatment is prompt. Caustic doses are 
unnecessary. Old keloids are composed of dense, 
hyalinized connective tissue and are resistant to radia- 
tion. They should be excised and radium used postopera- 
tively, as it is well known that keloids are prone to 
recur after excision. 


RHINOPHYMA 


Rhinophyma is reduced by shaving with a graft knife. 
The base of the lesion should then be treated with 
radium if there is any sign of recurrence. 


Epidermoid Carcinoma of the Skin. 

The combined use of radium and plastic surgery is 
essential in the treatment of many epidermoid carcin- 
omata of the eyelids, nose, and lip. Lesions of the 
eyelids are sometimes extensive and considerable en- 
tropion or ectropion may occur. 


Malignant Tumors of the Nasal Sinuses. 

This large group of tumors requires a combined tech- 
nique of surgery and radiation. The diagnosis is rarely 
made early. Invasion of the bony walls is nearly al- 
ways present. There is an associated sinusitis. In 
order to provide drainage and to expose the tumors for 
radium application surgery is necessary. Exenteration 
of the orbit is probably the treatment of choice in or- 
bital invasion. Plastic operations and orbital and dental 
obturators restore in a large measure the function and 
cosmetic appearance of the face. 


TuMors OF THE Jaw. 


Primary bone tumors and secondary invasion of the 
jaws by carcinoma require surgery if a good result is 
to be obtained. There is need for plastic surgery after 
the growth has been controlled by operation and ir- 
radiation methods. 


Dr. W. W. Carter “The Value of Bone and Cartalage 
Grafts in Rhinoplasty” (Abstract) 


UTOGENOUS bone and cartilage grafts are now 

recognized as superior to all other substances 

in reparative procedures in the nose and in other parts 

of the body where rigidity or resiliency are important 
considerations. 

Bone grafts increase in size according to the amoun! 
of stress thrown upon them in the process of resisting 
the tendency of the deformity to recur. In no case 
has there been an overgrowth of the transplant. Ap- 
parently the rate and extent of its growth is regulated 
by the functional demands of the part. 

Periosteum-covered grafts show greater vitality than 
those from which the periosteum has been stripped. 
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The bare transplants apparently act chiefly as a stimulus 
to osteogenesis and as a scaffolding for the new bone 
as it develops at the points of contact with the skeletal 
tissues. 

Furthermore the rib supplies the unique advantage 
of conjoined bone and cartilage which Dr. Carter uses 
as a graft in many of his operations. In using con- 
joined bone and cartilage, a section of the rib is re- 
moved which is composed of two-thirds bone and one- 
third cartilage. The advantage in using the combined 
graft is that it enables one to repair the bony bridge 
with bone and the cartilaginous bridge with cartilage. 
The reconstructed bridge is firm and the resiliency and 
flexibility of the nasal tip is not interfered with. 

On all grafts the periosteum should be preserved but 
the perichondrium should be carefully stripped off, for 
it would cause the cartilage to curl up. 

The implant is introduced through an incision in 
the roof of the nasal vestibule. Its upper end is mor- 
tised into the nasal process of the frontal bone and the 
lower end reaches nearly to the nasal tip. 

Protection and immobilization are afforded by a cop- 
per splint which is closely adjusted over the entire nose. 


Medicine—An Economic Survey 
(Concluded from page 75) 


number required to take care of the small increase in 
population and replace the loss due to deaths in the 
profession. The latter number about 3,000 yearly. 

This overcrowding is unfair to the present and future 
generation of physicians. If continued, the intense com- 
petition prevailing will result in undesirable and dan- 
gerous practices. 

I1—The problem of Dispensary abuses. I question if 
we have ever approached the solution of this subject 
properly. I think it can be solved or, at least, greatly 
mitigated. We will attempt it. We have the New Dis- 
pensary Admission Plan, inaugurated last July by the 
Cleveland Academy of Medicine, to serve as a model. 

I1I—Organization of Medical Council. The estab- 
lishment by the five County Medical Societies of a 
Medical Council, with a full-time personnel. To this 
body we would refer our citywide problems for study 
and action. 

IV—County Society Organization. We must build 
our organization to its greatest possible strength. Every 
physician actively engaged in the practice of medicine 
should be a member of his County Medical Society. 

V—Cooperation with Health Agencies. Effective co- 
operation with all official and non-official agencies en- 
gaged in the promotion of public health. We have much 
to gain and nothing to lose by such action. 


CONCLUSIONS. 


We are the trustees of society in the promotion of 
health and cure of diseases. We have not been recre- 
ant to that trust. We shall not be recreant to that trust 
in the future. The welfare of society must always be 
our first consideration. But, let us not forget that the 
practice of medicine is in a state of transition. Shall 
we participate in the deliberations regarding how these 
changes will affect the public and our profession? Yes, 
by all means, we must not only participate but we should 
lead and point the way. For, after all, the practice of 
inedicine is peculiarly the doctors’ problem and any re- 
adjustment in the practice of medicine, to succeed, must 
originate from within our ranks, rather than be forced 
from without. 

Remember the maxim: To govern is to foresee. Let 
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us then look ahead and attempt to visualize future trends 
in medicine. Only then can we be prepared with plans 
to meet the constantly changing conditions. We must 
be leaders and not trailers. 

We must take a statesmanlike attitude toward our 
problems. There is manifest today, throughout the 
land, a spirit of cooperation seeking to relieve our sore- 
ly distressed citizens and restore prosperity to the na- 
tion. In that spirit, and without bitterness, prejudice 
or passion, let us seek to improve the economic well-be- 
ing of the profession and strive for the solution of the 
other important problems facing medicine at this time. 


Management of Normal Labor 


Alfred C. Beck, Brooklyn (Journal A. M. A., Nov. 19, 1932), 
states that true labor pains recur regularly and progressively 
increase in frequency and intensity. False pains are irregular 
and are accompanied by atypical contractions. The latter may 
be present from a few hours to several days before the onset 
of the former. Soon after the onset of true labor, careful ex- 
amination of the patient is made. By abdominal palpation the 
size of the fetus is estimated, the presence or absence of en- 
gagement is noted and the presentation and position are deter- 
mined. The condition of the child is ascertained by auscultation 
of the fetal heart. As long as the membranes are intact no 
great change is ordinarily expected during the first stage. If 
the patient can be induced to sit up or preferably walk about 
the room, the pains will be better tolerated and at the same time 
made more effective. Uterine contractions likewise are ac- 
celerated by the use of a warm enema. During this phase of 
labor the taking of nourishment is encouraged. Frequent small 
feedings of carbohydrates serve to prevent fatigue in the sec- 
ond stage. While food often is repulsive, most patients will 
take it, if the physician insists. When the pains recur at from 
five to seven minute intervals and the cervix is from 2 to 3 cm. 
in diameter, the patient is put to bed. If rest in bed has no 
effect on the character of the contractions one-sixth grain (11 
mg.) of morphine and one two-hundredth grain (0.3 mg.) of 
scopolamine is given hypodermically. The administration of 
these drugs at the proper time not only relieves suffering but 
unquestionably shortens labor by hastening cervical dilatation. 
As soon as the cervix is fully dilated, the membranes are rup- 
tured and a careful examination is made to verify the previ- 
ous observations and rule out prolapse of the cord. At this 
time all the expulsive forces are stronger than they will be 
later and accordingly should be used to their fullest extent 
just as soon as the cervix is out of the way. It therefore is 
the duty of the attendant to take charge of the direction of 
these forces from the beginning of the second stage. The third 
stage may or may not be accompanied by progressively increas- 
ing bleeding. Usually hemorrhage is absent until a gush of 
blood indicates the separation of the placenta. In such circum- 
stances the uterus is not touched until signs of separation ap- 
pear. After the placenta has separated, it is forced out of the 
lower segment and vagina by making pressure over the fundus 
or by a bearing down effort on the part of the patient. Ample 
experience has shown the author that these procedures will 
give satisfactory results. While it does not insure an abso- 
lutely painless labor, it does eliminate the major portion of the 
mother’s suffering. By minimizing the need for operative in- 
tervention, it lessens maternal morbidity and mortality and 
gives the child the best chance of being well born. Further- 
more, the primipara so managed becomes fitted for multiparous 
delivery in every sense of the word and as a result may give 
birth to the remainder of her children with almost no risk. 


Tranquilizing Potency of Morphine, Pantopon, Codeine, 
Papaverine and Narcotine 

According to O. W. Barlow, Cleveland (Journal A. M. A., 
Sept. 17, 1932), the depressant effects of pantopon and the sev- 
eral alkaloids on the spontaneous movements of the rat indicate 
that the sedative action of the series has the following order, 
from high to low: morphine > pantopon > codeine > 
Papaverine > narcotine. Morphine, pantopon and codeine in 
suitable dosages completely inhibited the spontaneous move- 
ments of the rate. Papaverine was only 5O per cent effective, 
while narcotine was practically ineffective. The dosage required 
for complete a as compared with morphine = 1; 
pantopon = 2, and codeine = 3. Papaverine or narcotine in 
dosages six times that of morphine (126 mg. per kilogram) 
produced only partial tranquilization; i. e., one-half or less. 


The sedative action of pantopon appears to be due solely to 
its morphine content. 
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Cancer 
Department Edited by JOHN M. Swan, M.D., F.A.C.P. 


EXECUTIVE SECRETARY, NEW YORK STATE COMMITTEE OF THE AMERICAN SOCIETY FOR THE CONTROL OF CANCER 


Cancer of the Uterus 


HE discussion of the problem of carcinoma of 

the uterus may be approached from the view- 
point of 

(1) Carcinoma of the cervix, 

(2) Carcinoma of the body of the uterus, 

(3) Chorion epithelioma, 

(4) Sarcoma. 

In reviewing recent literature on the subject, these 
various situations are so frequently combined that in 
this summary the features common to all will be 
stressed. 

FREQUENCY: In 1205 cases of uterine tumor 
Schreiner (1) found 845 examples of epithelioma of the 
cervix, 41 of adenocarcinoma of the cervix, 121 of 
adenocarcinoma of the fundus, one of epithelioma of the 
fundus and 8 of malignant leiomyoma. And Smith (*), 
reporting 226 cases of carcinoma of the cervix, con- 
cluded that such lesions are more frequent among the 
poor than those “better to do.” 

Percy (*) found squamous celled carcinoma in 16, 
adenocarcinoma in 6, and carcinoma in 5 of 27 patients 
living and without recurrence for from three to five 
ears. 

Bowing and Fricke (*) found 574 cases of epithe- 
lioma, 44 of adenocarcinoma and 7 mixed tumors in 
625 cases studied. 

Healy (°) reports 97.3% of 1574 cases as squamous 

epidermoid carcinoma, and 2.7% adenocarcinoma. 


Total cases reported Epithelioma Adenocarcinoma 


886 95.37% 4.63% 
Bowing and Fricke....... 625 91.84% 7.04% 
1574 97.3% 2.7% 

3085 Average 94.8% 4.79% 


O we may say that squamous celled epithelioma of 
S the cervix is about thirteen times as frequent as 
adenocarcinoma, although Bartlett and Smith (*) have 
found that squamous cancer exceeds adenocarcinoma 
by 7.5 to one. It would be better if reporters adopted 
a uniform terminology. We assume that “epithelio- 
ma,” “squamous celled carcinoma,” “squamous can- 
cer,” and “squamous epidermoid carcinoma” refer to 
the same oncologic entity. 

Doderlein (7) says that histologic examination of 
uterine carcinoma is necessary for verification of the 
diagnosis, for the control of the effects of irradiation 
and for morphologic differentiation of the various types 
of cancer. 

In reporting incidence it would be well to adopt a 
uniform system which should include (1) the total 
number of cases reported, (2) the total number in each 
classification, and (3) the percentage of each classifica- 
tion to the whole number reported. 

HISTORY: In the paper by Bartlett and Smith (*) 
the authors report 10.4% of 588 patients who gave a 
family history of cancer. 


YMPTOMATOLOGY: The symptoms of all forms 


of uterine cancer are the same: hemorrhage, vag- 


inal discharge, pain, and stacy (%) says that metror- 
rhagia is the most common of these. Novak (*) and 
Zweifel (7°), as well as Stacy, point out that pelvic 
examination is necessary on the occurrence of any of 
these symptoms. Apparently hemorrhage is the impor- 
tant indication in from 63.66% (Stacy) to 80% (Zwei- 
fel) of all cases. 

EARLY DIAGNOSIS: Early diagnosis is the most 
important factor for successful therapy (Kerman- 
uer, '). Early diagnosis is also stressed by Peham 
(?). The early diagnosis of carcinoma of the uterus 
depends upon the promptness with which the first phy- 
sician who sees the patient makes the pelvic examina- 
tion and insists upon biopsy or diagnostic curettage. 

The mere absence of an outspoken lesion, such as a 
cauliflower growth of the cervix, means nothing, for 
such a lesion is not present in the early stage of the 
disease (Novak, ®). All cases of uterine hemorrhage 
during or following the menopause should be suspected 
of being due to uterine cancer (Zweifel, '). 


IOPSY is considered to be a “life saving measure” 

by Pemberton and Smith (7%). Novak (*) says 
that biopsy is essential for diagnosis of carcinoma of 
the cervix and that diagnostic curettage is essential for 
diagnosis of carcinoma of the fundus. In either event 
histological study is essential. He says also that there 
is no evidence to show that biopsy in cervical lesions is 
a factor of importance in disseminating cancer cells. 
Zweifel also emphasizes the necessity for diagnostic 
curettage in all cases of hemorrhage during or follow- 
ing the menopause. Again Novak says the diagnosis 
of cancer of the uterine body can be eliminated only 
by diagnostic curettage. Inspection and palpation are 
of no value, for the uterus may appear quite normal. 
Biopsy and diagnostic curettage are also considered 
essential by Bartlett and Smith (*), Healy (°), Ans- 
pach (1%), and Doderlein (*). A vaginal examination 
ought to be a routine procedure in women patients, 
whether they have life insurance or periodic health exam- 
inations (Ries, !*). 

Schiller (75) has suggested painting the cervix with 
compound solution of iodin as a diagnostic procedure. 
He is convinced, following a study of 126 cases, that 
those portions of the cervix that fail to stain with the 
iodin are pathological. 


HE PRECANCEROUS LESION: The train of 

events in carcinoma of the cervix is probably, in 
the majority of cases, birth injury, low grade infection 
of long duration, cancer. Some observers say there is 
no such thing as a precancerous lesion: that is, a lesion 
is cancer or it is not. However, Novak (®) enumer- 
ates the following conditions as being suspicious lesions 
of the cervix: Cervical erosion, chronic endocervicitis, 
cervical polypi, and cervical ectropion associated with 
lacerations. Suspicious intrauterine lesions are retained 
products of gestation, myoma, and hyperplasia of the 
endometrium. Bailey (7°) says cervicitis and erosion 
of the cervix are definitely related to cancer through an 


(Concluded on page 82) 
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Economics 


Department Editor: THomas A. McGo.pricx, M.D. 
CHAIRMAN COMMITTEE ON ECONOMICS OF THE MEDICAL SOCIETY OF THE COUNTY OF KINGS, BROOKLYN 


Factors W hich Are At Last Effectually 
Arousing Our Defensive Mechanisms 


Medical Care will probably prove of benefit, 

though in ways different from the intention of 
the majority of the committee. The medical profes- 
sion has ever been too intent on the immediate welfare 
of sick people to unitedly and aggressively protect those 
people and the practice of medicine from the other 
evils that attacked them. Nearly all those evils have 
been insidious in their approach, slow in their develop- 
ment, but in varying degree destructive when estab- 
lished in power. The out patient dispensary had its 
origin in the minds and hearts of doctors actuated by 
the motive of rendering free service to those unable to 
pay for their medical needs. As it filled such needs 
the idea spread and dispensaries increased in number. 
The control by doctors was diminished or completely 
removed, and that by laymen followed. Usefulness, 
as feeders to hospitals and medical schools, became an 
objective. Restrictions of care to the indigent were 
lessened. Fees were required for support of the dis- 
pensary and the associated hospital. With increased 
knowledge of scientific medicine instruments of pre- 
cision were tardily added, laboratory equipment ex- 
panded, and still more fees obtained. Any possible 
stigma of charity was further removed by the change of 
title from dispensary to clinic. Through all the changes 
the doctors were permitted to continue their service 
free—the only thing that perpetuated the original idea 
of the dispensary. Prestige, doctors were told, legiti- 
mate advertising, some indirect monetary return, pros- 
pects of promotion to the hospital staff and professional 
experience would be sufficient return. Pay clinics fol- 
lowed, where, from the income received, the doctor 
would be given not the proper recompense but a small 
honorarium. Even this honorarium is promptly stopped 
when depression affects these private institutions as the 
recent action of some New York pay clinics demon- 
strated. In the meantime patients were encouraged to 
attend these clinics, pay and free. Advertising, often 
of questionable kind and contrary to individual ethics, 
was used. Costly dispensary buildings have been 
erected. Cheerful nurses, in bright uniforms, sup- 
posedly receiving an education, welcome and encourage 
the hesitant patient, while a sufficient staff of lay of- 
ficials increase the overhead expenses. How much 
the clinics have grown may be learned from the fact 
that 6,000,000 visits were made to the “free” dispen- 
saries of Greater New York last year. The total in- 
come from these visits is not definitely known but the 
reports of the many thousands of dollars profits to 
some institutions are well founded. 

In the wave of gratitude to the soldiers of the war 
and the keen appreciation of those who had given their 
lives or their health to the country’s cause, no close 
scrutiny was made of the legislative efforts to make 


, \ HE report of the Committee on the Costs of 


some adequate recompense. The medical profession 
has at last realized the abuses that have crept into that 
legislation. It is found that billions of dollars are be- 
ing spent for unnecessary hospitals and for the medical 
care of those who incurred no service disability. Many 
of these veterans never even left their home encamp- 
ment. The work of treating such individuals—most 
of whom could well afford to pay for their care—gradu- 
ally but certainly put the Federal Government into 
the practice of medicine in a really big way—and in a 
way neither the best for the patient nor economical for 
the people. 

Municipal departments of health gradually increased 
the scope of their activities from the prevention of 
communicable epidemic diseases and the treatment of 
venereal diseases and the ambulant tuberculous, to the 
treatment of individual] school children, the removal of 
tonsils, the examination of food handlers and periodic 
examinations of the well. Lately the State Industrial 
Commission has planned the dispensary treatment of 
individuals suffering from certain occupational dis- 
orders regardless of their ability to pay a private 
physician. 

Government bodies have not been the only offenders 
and the presence of so many cults, so much quackery, 
and so much advertising of fraudulent medical prepa- 
rations denotes the lethargy of the profession or the 
impotence of the individual. Hospitals, too, have 
changed with the times. Apart from the strictly pro- 
fessional work, the doctors have little influence in the 
direction of them, and these private institutions erected 
and maintained in large part by charity in response to 
appeals for the sick poor rarely admit a really indigent 
case. 

Doctors rarely like to take an active part in the set- 
tlement of economic questions. In the presence of a 
sick person monetary rewards are never the first con- 
sideration. In the enforced free time of present day 
practice consideration of these questions is forced upon 
them. When, several years ago, proposed laws inimical 
to the real welfare of the people and the profession 
were introduced into our legislative bodies, the weight 
and arguments of a united professional opinion was 
sufficient to overcome the activity of influential or- 
ganizations urging compulsory health insurance and to 
convince the law making bodies of the futility of the 
proposals. 

It would seem that a vital cause is needed to unite 
the profession. It would seem, further, that the men- 
ace of the many measures proposed by the Committee 
on the Costs of Medical Care will prove such a cause. 
The lay press of the country has almost unanimously 
disapproved of the majority report. Every medical 
journal has given it careful and studied notice. Medical 
societies are giving it closest attention, and already 
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formal discussions have been held by men qualified to 
present the important parts to the members. Facts re- 
ported in the report of actual or suggestive value will 
be gladly seized and utilized by the profession for the 
people’s welfare. The many suggestions and recom- 
mendations that threaten danger should be as eagerly 
exposed. It is now stated that the new committee 
which, in cooperation with the Bernays publicity cor- 
poration, was organized to secure the wide adoption of 
the majority recommendations, has suspended or post- 
poned its activities. 


An Illuminating Study 


HE New York State Department of Health, at 
the request of the Temporary Emergency Relief 
Administration, is conducting a study of sick- 

ness among the unemployed in eleven districts of the 
State. Among other things the study will show the 
ways in which medical and surgical care is being pro- 
vided for people receiving home relief. It may fur- 
nish, too, information that will prove of value in many 
other ways. Several divisions of this State are extend- 
ing medical home relief to the seeming satisfaction of 
all concerned. ¢ The indigent patient secures prompt at- 
tention from the physician of his choice, Such selec- 
tion of physician will depend on the quality of his work, 
and on his standing, which in these communities becomes 
well known. The fees are arranged between the of- 
ficials of the community and the representative of the 
doctors, and though not equal to those in usual practice 
they lift the burden of the charity from the shoulders 
of physicians to the community at large. Hospital and 
dispensary expenses are avoided, preventive care may 
be easily secured, and the people are spared the 
wastefulness of money and time expended on cults, pro- 
prietary foods and medicines, nostrums and unneces- 
sary medication. The communities concerned will waste 
none of this money on purely scientific “research” but 
will make the welfare of the patient their sole purpose. 

It will be interesting to learn from the study now in 
progress how the results obtained in the home compare 
with the results obtained in institutions, the proportion 
of the sick that actually need hospital treatment— 
whether it be 15% or less—and whether the hospital 
treatment is indicated by the nature of the illness or by 
the economic circumstances. Could full laboratory fa- 
cilities, and even nursing aid, furnished at cost to 
people in straitened circumstances, be the means of re- 
ducing the need for hospital care and so saving money 
to the general public? Would not every doctor sup- 
plied with those proper facilities make better surveys 
of his own patients than those made by an organization 
at an institution ? 

The Temporary Relief Administration reports that 
of every dollar now spent on home relief 0.9 of a cent 
was used for medical care. From every section of the 
state representatives report the needs of ever increasing 
numbers of the unemployed. With the resources at 
hand the committee is doing splendid work. The selec- 
tion of the State Department of Health to make the study 
it wished was a part of wisdom. A study so conducted 
will be properly carried on, will be no cause of expense 
to the Relief Fund, and will, it is confidently believed, 
not lessen in any way the care of the sick. 


(Concluded from page 80) 
associated inflammatory exudate in contact with the 
epithelium. Spirito (77) says that in the majority of 
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cases cancer of the cervix is preceded by inflammatory 
erosions of the cervix. Parturition with resulting dam- 
age to the cervix is a generally accepted etiologic fac- 
tor in cancer of the cervix and this factor increases with 
the number of pregnancies (Smith, 7). The female 
sexual system with the constant changes of menstrua- 
tion, pregnancy, labor, puerperium, abortion and meas- 
ures for birth control by which the epithelium is al- 
ways disturbed and irritated, is predisposed to carcino- 
matous change (Liepmann, '*). Emmert reports 
a case of carcinoma of the cervix which developed in a 
patch of leukoplakia. In the discussion of this paper 
Schmitz said: “It would appear that carcinoma can 
develop only on the basis of a chronic cervicitis.” 

Taylor (*°) says that when the hyperplasia of the 
endometrium is at all marked, the possibility of a pre- 
disposition to the development of cancer should be con- 
sidered and the case regarded with the same degree of 
suspicion now given to diffuse forms of hyperplasia of 
the breast epithelium. 


PREVENTION of cancer by the treatment of the 
above diseases of the uterus is considered to be pos- 
sible by Pembertotn and Smith ('*), who found that 
only five cases of carcinoma developed in 3814 patients 
in whom trachelorrhaphy had been done, none in 1408 
cases in which cervical cauterization had been done, 
and none in 740 cases in which cervical amputation had 
been done. On the other hand, only twelve of 669 cases 
of carcinoma of the cervix had had trachelorrhaphy 
and none had had either cervical cauterization or ampu- 
tation. Novak (®) says the correction of chronic in- 
flammatory lesions of the cervix is the one big contri- 
bution that can be made to the actual prevention of 
cervical cancer. 

Spirito ("7) says amputation of the cervix removes 
precancerous ulcerations and consequently will prevent 
the incidence of cancer. Bartlett and Smith (*) report 
1700 cases in which cauterization of the cervix had 
been done, not one of which is known to have devel- 
oped carcinoma. Schmitz, discussing the paper of 
Emmert (1°), says that if one will treat chronic cer- 
vicitis one will reduce the incidence of cancer. This 
statement was repeated in substance by Keene. Tay- 
lor (*°) believes that an adequate dose of radium in 
cases of hyperplastic endometritis may be a prophylac- 
tic measure against the development of cancer of the 
body of the uterus. Auer (7) refers to the educational 
program of the American Society for the Control of 
Cancer and says it has been followed in St. Louis by a 
definite increase in the number of patients applying to 
the Barnard Free Skin and Cancer Hospital, but the 
percentage of early cases has increased by only 5; from 
11 to 16%. 
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Neurology 


Lhe Vagal Pathway of the Vasodilator Impulses 

S. Cobb and J. E. Finesinger (Archives of Neurology and 
Psychiatry, 28:1243, December, 1932) report experiments on 
cats and monkeys to determine the ‘vagal pathway of the 
vasodilator impulses to the cerebral vessels. From the obser- 
vations recorded, the authors conclude that vasodilator impulses 
can be initiated by faradic stimulation of the vagus nerve in the 
neck; these impulses pass up the vagus trunk to the medulla 
oblongata ; and from there to both facial nuclei and out along 
the facial nerves to the geniculate ganglia. The route by which 
these impulses proceed from the medulla oblongata to the 
facial nuclei was not demonstrated in these experiments; nor 
was the route from the geniculate ganglia to the cerebral ar- 
teries. This latter phase of the problem is discussed in the 
following article by Chorobski and Penfield. The question of 
how important this vasomotor control is in normal cerebral 
function was not answered by these experiments. All the 
animals were under an anesthetic, which reduces the norm ‘ 
vasomotor effects. If expressed in terms of the percentage of 
artery diameter, the vasodilatation is relatively slight; but in 
terms of blood flow a 22 per cent. increase in the diameter of 
an artery results in a two and a half times increase in the 
blood volume (according to Cobb), so that the vasodilatation 
produced is “certainly of functional significance” and under 
uormal conditions might be greater than in these experiments. 
These experiments show that in the brain, as in other organs, 
there is a parasympathetic vasodilatation opposed to sympa- 
thetic vasoconstriction. The stimulation of one vagus nerve 
causes a bilateral cerebral vasodilatation; the stimulation of a 
cervical sympathetic nerve only an ipsolateral vasoconstriction. 
Pathway of Cerebral Vasodilator Nerves from the Medulla 

Oblongata 

J. Chorobski and W. Penfield (Archives of Neurology and 
Psychiatry, 28:1257, December, 1932) report experiments on 
monkeys (and one cat embryo) to determine the pathway of 
the cerebral vasodilator nerves from the medulla oblongata. 
Electric stimulation at any point on the pathway for efferent 
impulses from the medulla oblongata to the cerebral vessels 
causes dilatation of the pia mater. This innervation is antago- 
nistic to the vasoconstrictor impulses from the cervical sympa- 
thetic trunk; and may be termed parasympathetic. This para- 
sympathetic trunk was found to form the efferent limb of the 
reflex arc of which the vagus is the afferent limb. Anatomicallly 
a bundle of small myelinated and non-myelinated fibers, which 
may be recognized as a portion of the nervus intermedius of 
Wrisberg, was demonstrated just proximal to the geniculate 
ganglion. This bundle passes directly into the greater super- 
ficial petrosal nerve, and further along the nerve, a distinct 
bundle of nerve fibers emerges and passes to the plexus of 
nerves on the internal carotid. The experiments showed that 
section of the greater superficial petrosal nerve prevented dila- 
tation of the cerebral arteries in response to facial stimulation, 
while peripheral stimulation of this nerve continued to cause 
arterial dilatation. It was also noted in several cases that sec- 
tion of this nerve resulted in recurring spontaneous variations 
in the caliber of cerebral arteries. Complete removal of all sym- 
pathetic nerve fibers that enter the cranial cavity on the carotid 
and vertebral arteries did not appreciably reduce the number 
normal intracranial perivascular nerve fibers. Degeneration 
s occasionally found the first month after sympathectomy, in- 
iicating that some sympathetic nerve fibers do not reach the 
pial vessels directly. When both greater superficial petrosal 
and sympathetic nerve fibers were removed, the pial and intra- 
cerebral vessels were found to be still richly supplied with 
nerve fiber. It is evident, therefore, that the cerebral vessels 
cannot be denervated by removing both sympathetic and para- 


sympathetic innervation, The authors suggest that the para- 
sympathetic pathway is probably interrupted by synapses, with 
scattered ganglion cells, just beiore reaching the internal carotid 
artery and that the cervical sympathetic may also be similarly 
interrupted. Collateral branching of axons of the cerebral 
perivascular nerves indicates that one ganglion cell must inner- 
vate a large segment of the vascular tract. 
CoMMENT 

The above two papers form an important contribution to 
the subject of the innervation of the cerebral blood vessels 
(pial). The dictum of Hill (1898) that the pial vessels of the 
brain have no innervation has been thoroughly and completely 
exploded. Histologically the existence of such nerves has been 
demonstrated beyond the shadow of a doubt by numerous 
workers, notably G. B. Hassin and |W. Penfield. Physiologi- 
cally, the proof of a sympathetic constrictor action has been 
well demonstrated by Forbes and Wollf in a series of nicely 
conducted experiments. And now we can add the equally valu- 
able and convincing physiological experiments of the contrast- 
ing vasodilating action of the parasympathetic system. 

The true significance of these two papers can not be postu- 
lated at the present time. No one can indicate what fields may 
be touched. In severe injuries to the brain what part may the 
interference with the pial nerve control mechanism play in 
the long _bersistence of symptoms? Also in “the so-called 
weuroses,” what part may the continued emotional bombard- 
ment acting through this same nerve control factor play in 
production of the vague mental symptoms? 

H.R. M. 


Improvement in Nervous and Mental States Under Cortin 
Therapy 

F. A. Hartmann, G. M. Beck and G. W. Thorn (Journal of 
Nervous and Mental Disease, 77:1, January, 1933) report the 
use of cortin—adrenal cortex extract—in the treatment v1 cases 
of nervous or muscular fatigue and exhaustion. Cortin was 
used at first only in cases of Addison’s disease with nervous 
and mental symptoms, but subsequently it was used also in 
cases with symptoms of neuro-muscular fatigue but no definite 
evidence of adrenal insufficiency. The cases treated include 
3 cases of Addison’s disease, 3 cases of nervous or muscular 
fatigue without organic neurological change, and 5 cases of 
definite organic neurological lesions accompanied i muscular 
weakness (progressive paralysis, muscular dystrophy, etc.). 
These cases all showed definite improvement, varying in de- 
gree. Not only were the motor functions improved, but there 
was also a favorable change in the mental status. Fatigue was 
diminished with a concomitant increase in strength. Myotonic 
manifestations and fibrillation, if present, were definitely dimin- 
ished. In the cases with organic neurological lesions, there is 
evidently no real change in the organic state; the improved 
motility is to be attributed to increased feeling of well-being, 
diminution of neuro-muscular fatigue and improvement in 
strength. In Addison’s disease, the response of the neuro- 
muscular tissues is to be attributed to the relief of adrenal 
insufficiency by the cortin therapy (substitution therapy). In 
cases without definite adrenal insufficiency, the improvement 
is attributed to the pharmacological action of the cortin. The 
authors have found that in normal individuals, suffering from 
nerve tension due to overwork, cortin relieves fatigue. They 
note that 2 cases of myasthenia gravis, in which a favorable 
response to cortin therapy was expected, failed to show any 
improvement. 


Variations in Skin Anesthesia Following Subtotal Resection of 
the Posterior Root 
H. Wilkins and E. Sachs (Archives of Neurology and 
Psychiatry, 29:19, January, 1933) report a study of the vari- 
ations in skin anesthesia found after subtotal resection of the 
posterior root in 26 cases of trigeminal neuralgia. In 3 cases 
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the entire posterior root was supposed to have been removed, 
but in 2 cases sensation in the area of the first division, in- 
cluding the cornea, remained intact, and in one there was a 
small triangular area on the point of the chin where sensation 
was normal, In 11 cases only the second and third divisions 
of the posterior root were divided, but examination showed that 
various areas in the field of this nerve supply retained normal 
sensation or partial sensation indicating that there are crossing 
and interlacing of the fibers in the posterior root. In 8 other 
cases in which section of the second and third portions of the 
root was also done, the skin anesthesia did not show the usual 
“tongue-like” extension in the temporal region supplied by the 
third division; in some of these cases there were also areas of 
sensation remaining in the field of the second division, indi- 
cating that all these fibers had not been cut. In 4 cases, attempt 
was made at operation to divide only the third division of the 
root, but in these cases the sensory findings indicated that some 
fibers of the second division had also been cut. Although in 
these cases some fibers were left in areas in which the patient 
had pain, the fibers to the area in which the “trigger zone” 
existed were always cut, and only one patient has had a recur- 
rence as a result of leaving some of the fibers. These cases 
clearly show the difficulty of being certain that all the fibers of 
the second division have been isolated and divided at operation 
for subtotal resection of the posterior root. The portion of the 
posterior root carrying the ophthalmic fibers is frequently not 
a separate bundle of fibers, and in the desire to leave enough 
of the ophthalmic fibers for the protection of the eye, some 
fibers of the second division may be left, resulting in atypical 
sensory loss. 
CoMMENT 

At the present time there are conflicting views as to the 
soundness of the anatomic principles underlying the subtotal 
section of the posterior root of the trigeminal nerve, a pro- 
cedure devised by Spiller and Frazier. 

Thus Frazier states positively that “The outer portion of the 
root (sensory) supplies the outer portion of the ganglion, and 
the mandibular division; the middle portion supplies the middle 
portion of the ganglion and the maxillary division; the inner 
nema inner portion of the ganglion and the ophthalmic 

vision. 

The practical aspect of this paper by Wilkins and Sachs is 
that despite the probable intertwining of the roots of the 
second and third posterior divisions, and the rather marked 
variations in the sensory loss following subtotal section, pain 
is relieved in the trigger zone. The reviewer feels that this 
paper is a good clinical contribution to the subject of “tic 
douloureux.” 

H. R. M. 


The Tabetic Psychoses 

C. L. Urechia (Revue neurologique, 39:475, November, 1932) 
notes that some tabetics develop a definite psychosis, which is 
most frequently a paranoia with hallucinations and usually of 
the depressive type. The mental symptoms may appear in 
periodical attacks especially at first, sometimes associated with 
the physical crises characteristic of the disease. Examination 
of the spinal fluid in these cases usually gives negative or par- 
tially negative results, In the cases of tabes with psychosis 
that have come to autopsy, syphilitic lesions of the brain have 
been found in addition to the characteristic tabetic lesions of 
the spinal cord. These may resemble those of stationary gen- 
eral paralysis; but more frequently they are the lesions of 
syphilitic endarteritis of the brain. In an illustrative case re- 
ported by the author, the tabetic lesions in the spinal cord were 
in a state of arrest, and the brain lesions were typical of 
syphilitic endarteritis. 


Factal Palsy and Zoster Virus 

R. S. Aitken and R. T. Brain (Lancet, 1:19, Jan. 7, 1933) 
report 9 cases of Bell’s (facial) palsy which showed zoster-like 
eruptions in the areas of supply of the geniculate ganglion 
around the ear in 8 cases and on the tongue in one case. Com- 
plement fixation tests with the blood serum in these cases with 
herpes zoster virus as antigen were positive in all, indicating 
that the palsy was due to specific zoster infection of the 
geniculate ganglion. In 22 cases of Bell’s palsy without zoster- 
like eruptions, complement fixation tests with zoster virus 
were positive in only 4 cases. From these findings the authors 
conclude that while infection with the zoster virus may be the 
cause of Bell’s palsy in some cases, most of such cases are not 
due to this infection. 

CoMMENT 

In these cases there is an inflammation of the geniculate 
ganglion, which is purely a receiving station, a collection of 
sensory cells. It is well recognized that the motor root of the 
facial nerve bears a close relationship to the ganglion in a 
narrow bony canal, because of which in an inflammation of 
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the ganglion this motor root as it runs beneath the ganglion 
suffers from compression with resulting loss of function. It is 
known that a “ganglionitis” can exist without causing a facial 
palsy, although most frequently a palsy is present. The facial 
paralysis is simply a dramatic accidental incident. 

The suspicion behind these experiments that all cases of 
Bell’s palsy might be due to a soster virus infection is not 
justified on the basis of clinical experience, physiologic tenets, 
or the results of these experiments. 

H. R. M. 


Physical Therapy 


Artificial Light in Tuberculosis 

G. G. Martin (New York State Journal of Medicine, 33:85, 
Jan, 15, 1933) distinguishes three types of light sources for 
therapeutic usc: 1. Those sources radiating a high intensity of 
ultra-violet light, with a relatively low proportion of visible 
and infra-red rays; the common source of this type is the 
mercury vapor arc in quartz. 2. Sources radiating a moderate 
intensity of the ultra-violet but a high intensity of both the 
visible and the infra-red rays—the nearest artificial approach 
to sunlight; the sources include the better types of carbon arc 
lamps and the General Electric sun lamp. 3. Those sources 
radiating a negligible percentage of the ultra-violet, but a high 
intensity of the visible and infra-red portions of the spectrum; 
the sources include ordinary types of tungsten filament, carbon 
filament and infra-red apparatus; and some of the carbon arc 
lamps on the market. In the treatment of tuberculosis, radi- 
ation from each of the above groups is valuable. At the Buffalo 
(N. Y.) City Hospital, the author has used artificial ligit in 
the treatment of selected cases of pulmonary tuberculosis with- 
out toxemia. In most of these cases a type 1 source of radi- 
ation is used; in a few cases a type 2 source can be used to 
advantage, chiefly in those patients who show improvement 
from exposure to sunlight. Fatigue should be avoided and the 
patient watched for any untoward reactions to the light treat- 
ment. With careful selection of cases, most patients treated 
showed definite subjective improvement. Tuberculous enteritis 
complicating pulmonary tuberculosis is treated with general 
radiation combined with local radiation to the abdomen; it can 
be used to advantage in certain cases where the pulmonary 
condition alone would not warrant radiation. Laryngeal in- 
volvement has been treated with general irradiation with locai 
radiation through a quartz applicator. LKesults in both these 
conditions have been most satisfactory where the associated 
pulmonary condition was moderately advanced. Children with 
pulmonary tuberculosis show a better response to light treat- 
ment than adults, especially where the hilus nodes are chiefly 
involved; radiation from type 2 sources has given the best 
results in these cases. Light treatment is also used with good 
results in tuberculous pleurisy and peritonitis; a type 2 source 
is employed, and if fluid is excessive additional exposure to a 
type 3 source. Light treatment is routinely used in bone and 
joint tuberculosis, as its benefits in these cases are well known. 
Light has been used in a few cases of genito-urinary tubercu- 
losis (type 2 lamps), and has proved a valuable adjunct to 
such surgical measures as are indicated. It should not replace 
surgery where this is possible. 


Ultra-Violet Light in So-called Neuralgias 

D. Kobak and E. Frankel (Archives of Physical Therapy, 
13:610, October, 19329 have found that in “a rather large 
group” of patients with acute shoulder pains, the X-ray shows 
tew if any changes to account for the symptoms, but physical 
examination shows marked pressure pain where the nerves are 
nearest the surface. During the past five years the authors 
have treated such cases of “cervicobrachial neuralgia” with local 
applications of the ultra-violet light, giving erythema doses. 
The initial dose was an eight-minute radiation at approximately 
100 cm. distance; this was increased gradually because of the 
increasing resistance of the skin due to pigmentation. In all 
the cases treated, air-cooled mercury in quartz lamps were 
used, which were periodically tested for their radiation in- 
tensity. Of 141 cases treated, 58 did not report after treatment 
was completed. Of the remaining 83 cases who were followed 
up, 51 have been discharged as cured, 21 were greatly improved, 
7 slightly improved, and only 4 failed to show improvement. 
In some cases in addition to the local treatment, general ultra- 
violet radiation was given because of “its tonic and supportive 
values.” Compared with results in similar cases obtained with 
other methods of treatment, the results in this series were 
very satisfactory. 


Diathermic Treatment of Pneumonia 

H. E. Stewart (Archives of Physical Therapy, 13:668, No- 
vember, 1932) notes that he first reported the treatment of 
pneumonia by diathermy in 1922; and has since developed and 
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erfected his own technique, while the use of this method has 

| extended beyond the experimental stage in a number of 
large hospitals. The dosage has been intensified from 1200 to 
1800 ma. to 2000 or 3000 ma.; larger electrodes are used than 
formerly, making it possible to treat not only the involved area, 
but beyond it in all directions. In the author’s first cases, 
treatments were given once or twice daily; now they are rou- 
tinely given every three hours, and in some cases even oftener. 
If the patient’s condition permits, one or two night treatments 
are omitted from this schedule. Empyema is not now con- 
sidered a contra-indication to treatment; in his series of cases 
treated with diathermy, empyema was reduced to about 40 per 
cent. of the expected incidence ; in cases in which it did develop, 
rib resection was rarely necessary. During and following 
diathermy treatments, there is a marked relief from cyanosis 
and pain, improvement in respiration and in heart rate; the 
patient sleeps better; in the great majority of cases the tem- 
perature falls by lysis; this characteristic temperature drop by 
lysis the author considers “the most striking single result of 
treatment.” Diathermy certainly has a favorable effect on the 
heart as indicated by the improvement in the patient’s color 
and in the puise; “the more thready and irregular the pulse, 
the more striking, as a rule, is the improvement following the 
treatment.” If a patient shows absolutely no improvement 
after the third diathermy treatment, it indicates an almost 
surely fatal prognosis. ith the author’s first series of cases 
treated with diathermy, the mortality was reduced to 19 per 
cent. (from 42 per cent. in the controls); in later cases it has 
been reduced to 11.9 per cent. for the whole series and to less 
than 10 per cent. in the last 200 cases. Others have equalled or 
surpassed these results with the diathermy treatment of pneu- 
monia. 


High Frequency and Blood Pressure 

A. Laqueur (Archives of Physical Therapy, 13:470, Decem- 
ber, 1932) reports the use of the high frequency current in 
the form of D’Arsonval’s autocondensation, in the treatment 
of high blood pressure at the Rudolph Virchow Krankenhaus 
in Berlin (Germany). The D’Arsonval treatments are given 
usually in the solenoid, sometimes on the autocondensation bed. 
In “fixed” hypertension, as in nephrosclerosis and advanced 
arteriosclerosis, the author has found it impossible to reduce 
blood pressure by this method, except for the slight lowering 
of pressure temporarily after each treatment; the subjective 
symptoms of high blood pressure are, however, frequently re- 
lieved even without permanent reduction of the pressure. In 
cases of so-called essential hypertonia, incipient arterioscierosis 
and organic heart disease, in which the blood pressure is in- 
creased but not excessively high, and shows a certain lability, 
the high frequency treatments not only relieve the symptoms 
referable to the increased blood pressure, such as headache, 
congestion, sense of oppression in the chest, etc., but also have 
a definite effect on the blood pressure itself. After each single 
treatment there is a definite diminution in the blood pressure 
and a reduction of the difference between the minimum and 
maximum pressure; and after a series of treatments, there is 
a lasting reduction of the blood pressure, which in the less 
severe cases may return to normal. After a series of ten to 
fifteen treatments the reduction of pressure obtained usually 
persists for three to six months or longer. From his experi- 
ence in the treatment of high blood pressure with various 
physiotherapeutic measures, the author is convinced that the 
D’Arsonval method of autocondensation “occupies the first 
place, because of the relative certainty of its effect and harm- 
lessness to the patient.” 


Roentgen Treatment Over Vegetative Nerve Centers 

H. Langer (American Journal of Roentgenology, 28:747, De- 
cember, 1932) states that in 1923 he succeeded in demonstrating 
on the carefully isolated vagus or sympathicus in animal ex- 
periments that Roentgen irradiation affects the vegetative 
nerves, first, with a slight stimulation and then with a para- 
lyzing effect. During the last five years a technique has been 
developed for influencing the disturbed vegetative nervous sys- 
tem by Roentgen irradiation in patients who show typical 
symptoms of hyperexcitation. The irradiation is applied either 
directly to the autonomic nerve center in the diencephalon or 
to other autonomic centers, ¢.g., over the paravertebral ganglia 
corresponding to the affected part to be treated. Short wave 
radiation is employed from 185 to 200 kv., with 0.5 mm. copper 
and 3 mm. aluminum filter, 4 ma. The cases treated by the 
author include eczema with evidence of vegetative nervous 
system disturbance (neurodermatitis); asthma; menopausal 
symptoms ; hyperthyrotoxicosis ; neuralgia (including trigeminal 
neuralgia) ; sciatica; and arthritis. The author is of the opin- 


ion that Roentgen treatment should be tried in such conditions 
before surgical removal of sympathetic ganglia or trunk resec- 
tion is attempted. 
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Under Water Massage 

K. Horsch (Zeitschrift fiir die gesamte physikalische Thera- 
pie, 43:230, Nov. 22, 1932) describes a method of under-water 
“massage” with a water douche. The patient lies immersed in 
a tub of water at ordinary bath temperature. The douche is 
given to any desired portion of the body through a rubber tube 
connected with a motor driven pump. The douche is given 
either under pressure or with water hotter than that of the 
immersion bath, or with a combination of heat and pressure. 
For the pressure douche a spray end with moderately large 
opening is used, but not for the hot douche alone. This method 
is used for the treatment of fractures after the removal of 
the cast; for the treatment of stiffened joints, after operation, 
injury, or for arthritis; in neuralgia and neuritis of various 
types, and for the treatment of post-operative abdominal ad- 
hesions and severe constipation. The usual duration of treat- 
ment was ten to fifteen minutes, and from fifteen to twenty 
treatments were given. The douches given under water pro- 
duced a marked hyperemia extending into the deeper tissues. 


Public Health, Industrial Medicine and 
Social Hygiene 


Venereal Disease Prophylaxis in the United States 

E. L. Keyes, President of the American Social Hygiene 
Association (Journal of Social Hygiene, 19:1, January, 1933), 
presents a review of the present status of venereal disease 
prophylaxis in the United States. He notes that since the 
World War there has been an increasing interest in venereal 
disease control work; and that at present 21 states and the 
District of Columbia make a special appropriation for this 
work, and 20 other states include venerea! control work under 
communicable disease divisions. In larger cities, municipal au- 
thorities provide treatment facilities. There has been a decline 
in the death rate recorded as due to syphilis since 1917; a de- 
cline in admissions to mental hospitals due to general paralysis 
since 1922; and a decrease in congenital syphilis, especially in 
areas where modern diagnosis and treatment for pregnant 
women are easily available. Yet in spite of these encouraging 
signs there is, in the author's opinion, “little assured diminution 
in the number of syphilitics” in the United States. European 
statistics indicate more favorable results under public control 
of the treatment of syphilis, but “nowhere does there seem to 
be any great progress” in the control of gonorrhea. The 
problem of venereal disease control is complex; it involves 
active co-operation between the health officer and physician, 
“based on the thesis ‘hat the infected person is a public health 
menace requiring treatment at public expense if unable to pay 
for it himself.” 


Losses and Risks in Industry Attributable to Syphilis 

J. R. Garner (Journal of Social Hygiene, 18:500, December, 
1932) as a result of his study of syphilis among industrial 
workers, and especially among railroad employees, concludes 
that “syphilis, today, is one of the greatest menaces attacking 
America’s man-power.” Syphilographers place the incidence 
of syphilis among the adult population of the country at 8 to 
10 per cent.; the percentage of syphilitics employed in industry 
cannot be accurately determined at present. One large indus- 
try reports that nearly 10 per cent. of employees given physical 
examination showed a positive Kahn reaction. The Mayo 
Clinic reports 11.7 per cent. of railroad employees reporting to 
the Clinic for treatment to be syphilitic. Another industrial 
organization with a large percentage of Negroes and Mexicans 
among their employees reports 19.6 per cent. syphilitic. In the 
early stage of syphilis a person with infective lesions is “a real 
menace” to those associated with him in industry. Moreover 
his own knowledge that he has such an infection and his dread 
of detection lowers his morale and working power. When 
syphilitic lesions are no longer infective, syphilis causes a va- 
riety of symptoms which may be attributed by the employee to 
industrial conditions or to minor injuries. Moreover, if actual 
injury does occur, a syphilitic employee is a greater loss to 
industry because of the tendency toward unusual slowness of 
wound healing and union of fractures in a syphilitic. In late 
syphilis, the persons with early paresis are undoubtedly the 
greatest menace to industry. Incipient paretics are “engaged 
in every form of industrial as well as commercial enterprises.” 
They drive automobiles, operate electric cars and railroad 
trains, and all other forms of machinery, “and engage in many 
other pursuits . . . which constantly place in jeopardy the lives 
of the public and their fellow workers as well as themselves.” 
At an early date paretics lose their.mental alertness and their 
power to react properly to external stimuli and show defective 
memory. Any employee with a disease producing such mental 
cerangement is evidently a serious risk in industry. The vis- 
ceral lesions of late syphilis and especially those of the cardio- 
vascular system may also add to the industrial risk. 
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Workers Exposed to Cryolite Dust 

S. V. Gudjonsson (Journal of Industrial Hygiene, 15:27, 
January, 1933) reports a study of 78 workers engaged in a 
factory where cryolite is crushed. Most of the processes were 
accompanied by the production of mineral dust, cryolite, con- 
sisting chiefly of aluminum sodium fluoride and containing only 
3 per cent. quartz. All the workers examined had been work- 
ing in the plant over two years. X-ray examination showed a 
condition similar to silicosis produced by silica dust in 40 out 
of the 78 workers; 25 were in the second stage of silicosis and 
6 of these in an advanced stage. The degree of silicosis was 
in direct relation to the time the workers had been employed 
in the plant and not in direct relation to their age. The total 
sick rate, and especially the rate of incidence of respiratory 
diseases, was found to be increasing among workers showing 
silicosis. Throughout the period studied the incidence of 
respiratory diseases had been three times as high among work- 
ers with silicosis as among those without silicosis; in the last 
five years, four times as high. There were 4 cases of pul- 
monary tuberculosis among the 78 workers examined, but 
of these showed no evidence of silicosis. But as only moder- 
ate degrees of silicosis were found for the most part, the 
author believes it probable that several of the silicotic workers 
will later develop tuberculosis. 


Health of Chromium Plating IV orkers 

H. B. Trumper (Journal of State Medicine, 40 :696, Decem- 
ber, 1932) notes that chromium plating has been widely prac- 
ticed in industry in the last six years. His observations among 
workers in this process show that the chief lesions are: 
“Chrome holes,” which occur on the hands, chiefly on the 
knuckles, where the skin has been broken or injured by some 
of the mechanical processes. They are produced by the action 
of chromic acid on the broken skin, and cannot be produced 
by the action of this acid on healthy skin. These chrome holes 
have rolled edges and ulcerate downward; they are sterile and 
never become septic while the patient is at work in chromium. 
Nasal ulcerations, which may be anterior or posterior, are un- 
doubtedly caused by the chromic acid carried up by the spray 
of hydrogen at the cathode of the electroplater. The nasal 
mucosa first becomes pale and atrophic; then erosion occurs 
and finally perforation; there may be slight bleeding in the 
erosion stage, but the lesion is not painful and causes few 
symptoms. Dermatitis due to chromic acid solutions is com- 
paratively rare; the typical chrome eczema involves the hands, 
arms, face and neck and is manifest as an acute attack with 
intense edema and swelling of the cellular tissue of the face; 
the attack may occur on the worker’s first day in the chrome 
shop, or not till after many years, and is probably of an 
allergic type. In a few cases, the author has observed vomiting 
of a peculiar type in chromium plate workers; it came on sud- 
denly after taking food with no previous malaise; patients 
= unable to retain food or even water while the attack 
asted. 


A Milk-Borne Outbreak of Scarlet Fever 

H. Welch and F. L. Mickle (4imerican Journal of Hygiene, 
17:229, January, 1933) report an outbreak of scarlet fever and 
septic sore throat in a city in Connecticut, which could be 
traced to the milk supplied by one dairy. There were 100 
cases, and of these 68 were in families receiving milk from this 
dairy; most of the other cases could be definitely accounted 
for as contact infection. Of 70 families residing in one dis- 
trict in which a special study of the outbreak was carried on, 
32 used the irtfected supply, and 18 of these had 44 cases of 
scarlet fever and septic sore throat; of the 14 families using 
the milk but having no cases, 4 had had scarlet fever previ- 
ously, 7 consisted of 14 adults and one child, and 3 scalded the 
milk. Of the 38 families in the district not using this milk, 
none developed cases of scarlet fever or sore throat. Of these 
44 cases, 20 developed no rash and were diagnosed as septic 
sore throat; 24 had scarlet fever rash. The organisms isolated 
from the cases diagnosed as scarlet fever and those diagnosed 
as sore throat were identical; and they were found to show 
the biochemical and morphological characteristics of Strepto- 
coccus scarlatinae. This was subsequently confirmed by sero- 
logical studies in another laboratory. Two milk handlers op- 
erating the dairy definitely connected with the outbreak bv 
epidemiological data, harbored streptococci in their throats 
identical with those isolated from the clinical cases. In animal 
experiments, strains recovered from the body fluids of the 
infected animals showed a, distinct capsule, but otherwise did 
not show characteristics of Streptococcus epidemicus. The 
presence of a capsule on a heta hemolytic streptococcus cannot 
be regarded, therefore, as sufficient proof that the organism is 
Streptococcus epidemicus without further studies of, its bio- 
chemical and serological characteristics 
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Subcutaneous and Intradermal Smallpox Vaccination 

B. E. Roberts (Journal of Preventive Medicine, 6:453, No- 
vember, 1932) reports the use of the subcutaneous and intra- 
dermal methods of smallpox vaccination among 266 children 
at the Albany Infants’ Home, over a period of four years. A 
simple technique, adapted for group use, was employed for 
both methods; for the intradermal vaccinations the technique 
was similar to that used for the Schick test. Control groups 
were vaccinated by the multiple-puncture method. The best 
results in this work were obtained by the intradermal method 
using living virus in dilutions 2round 1:1000. Reactions were 
mild, and vesiculation and scar: g were slight or absent. Sub- 
sequent revaccination, sometimes as long as four years after 
the first vaccination, showed no appreciable difference in the 
Gegree of immunity conferred by the subcutaneous or intra- 
dermal vaccination as compared with the usual method. The 
advantages of the intradermal and subcutaneous methods otf 
smallpox vaccination, the author, in agreement with others, has 
found to be: Less severe reactions; lack of scarring; higher 
percentage of “takes” with low dilutions of virus; impossibility 
of the vaccinated person preventing “takes” by the use of dis- 
infectants or other procedures; impossibility of transfer ol 
virus to other parts of the body or to other persons. With 
the subcutaneous and intradermal methods of vaccination com- 
plications are rare; this is true also of cutaneous vaccinations 
if properly done and properly cared for by the patient. But 
the latter, especially, is often neglected. the patients use shields, 
plasters, or other devices, contrary to advice; or may rupture 
the vesicles and introduce secondary infection (especially chil- 
dren). With the subcutaneous and intradermal methods this 
danger is avoided. Because of their practical advantages and 
their effectiveness, the author believes. these methods should 
be more widely employed in public health work. 


Ophthalmology 


Racteriophage in Ophthalmology 

A. E. Town and F. C. Frisbee (Archives of Ophthalmology, 
8 :683, November, 1932) present a brief review of the develop- 
ment of bacteriophage therapy, and report the use of bacterio- 
phage in 20 cases of eye disease. In each of these cases the 
infective organism was isolated and tested against the races of 
phage available for use. If the organism was not lysed by any 
phage, this form of treatment was not attempted. In dacro- 
cystitis the authors found that the infective organism in 66 per 
cent. of cases was the pneumococcus, and as no bacteriophage 
for the pneumococcus has been found, this treatment was not 
used in such cases. In 2 cases of dacrocystitis due to staphylo- 
coccus, irrigation of the lacrimal sac with staphylococcus bac- 
teriophage cleared up the condition in about two weeks. A 
severe orbital abscess also due to staphylococcus was success- 
fulfully treated by injecting a suitable bacteriophage into the 
orbit (1 ¢.c. daily) and also subcutaneously (into the arm). 
Ten cases of hordeolum cleared up promptly under treatment 
with bacteriophage injected subcutaneously in amounts of 1 
c.c. daily. Three cases of meibomianitis were treated with 
excellent results; the bacteriophage was injected into the eye- 
lids and also subcutaneously. One case of ulcer of the cornea 
was treated with bacteriophage used as a wet dressing and 
also given by subcutaneous injection; the ulcer healed within 
a few days. One patient with infected skin graft and three 
patients with furunculosis around the eyes were successfully 
treated with bacteriophage. The true value of bacteriophage 
in ophthalmology cannot be determined from so small a series 
of cases, but the authors note that bacteriophage has certain 
advantages in diseases of the eye; it can be applied topically, 
injected locally into the eyelids, etc., or injected par notes 
in some other area; reactions are few and slight. Systemic 
reactions have not been observed in their experience. It should 
always be remembered that for effective therapy, the bacteri- 
ophage must be active against the particular strain of organism 
causing the infection in each case 


Temporary Visual Disturbances as an Initial Symptom in Dia- 
betes Mellitus 

H. P. Himsworth (British Medical Journal, 2:1184, Dec. 31, 
1932) notes that in 100 cases of diabetes mellitus studied dur- 
ing the past two years, there were 34 cases in which temporary 
visual disturbances were an initial symptom occurring prior 
to the institution of treatment. In patients wearing glasses, this 
was manifested in the failure of glasses previously well ad- 
justed to give satisfactory vision. Some patients stated that 
their glasses had to be repeatedly adjusted, giving useful vision 
for only a few days at a time; others that the short-distance 
glasses became useless, while their long-distance glasses could 
be used for reading; others that they no longer required 
glasses for reading, but distance vision was blurred. In pa- 
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Eugenics in An Insane World 


Dr. A. H. Desloges, eminent alienist and social hy- 
gienist of Quebec, puts forth the theory that whole na- 
tions are mentally bankrupt and accounts thereby for 
the material and political bankruptcy of the civilized 
world. Intramural insanity is increasing but there is an 
increasing insanity outside of the hospitals. Collective 
madnesses of the past have afflicted the masses but the 
national maladies of today attack the classes. 

What say the eugenists to this point of view? If the 
world is insane in the sense of Dr. Desloges the whole 
scheme of eugenics becomes sublimely farcical. 

Joseph Caillaux, great intellectual liberal of France, 
in an address recently delivered in Paris, said that “If 
‘here is to be any remedy for the present complete dis- 
order in the world the first thing to be done is for those 
who pretend to direct its affairs to recover some elas- 
ticity of mind and some freedom from their servitude 
‘0 preconceived notions and to systems and dogmas 
which have proved failures. . . . Sometimes one is 
‘empted to think that it is not the affairs which are alone 
lisordered, but that evils of each country and of the 
‘vorld in general come from a complete disorder of 
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man’s ideas in the face of the bigness of the problems.” 

This is more than a hint that Caillaux suspects what 
the Quebec alienist proclaims. 

We have always thought that much of the eugenical 
scheme itself contributed to the lunacy as well as the 
gayety of nations. Perhaps it is just cne more proof 
that the Quebec alienist is right. 


Anticipators of Cesalpinus and Harvey in Old Cathay 


Two Chinese scholars, Dr. A. B. Kuan-chin Penn 
of Johns Hopkins and Dr. Pei Lung-tang of Harvard, 
inform us that according to the Classics of their coun- 
try evolution, anesthetics, dissection, the catheter and 
the circulation of the blood were all familiar to the 
scholars of the East who flourished centuries before the 
Christian era. 

The description of the circulation of the blood fol- 
lows: 

The blood flows continuously like the cur- 
rent of a river, or the sun and moon in their 
orbits. It may be compared to a circle without 
beginning or end. The blood travels a distance 
of six inches in one respiration, making a com- 
plete circulation of the body about fifty times 
a day. 

Plato approximated the general idea expressed above, 
although he did not particularize like the early Chinese 
biologist. We should say they were contemporaries, 
which may possibly carry some significance. 

Only one thing remains to be fixed upon the ancient 
Chinese—did they test and discard a machine age? 


Now It Can Be Told 


De Lee, writing in the Journal of the American Med- 
ical Association of January 7, 1933, points out that while 
the hospitalization of maternity cases is increasing every- 
where puerperal mortality is not decreasing anywhere. 
Numerous authors call attention to the high institutional 
mortality compared with that of deliveries in the home. 
Meddlesome midwifery and puerperal infection seem to 
cause the greater part of the mortality, either singly or 
in combination. De Lee goes on to say that he and 
Siedentopf have collected reports of thirty-eight epi- 
demics of puerperal infection, of which thirty-five were 
in the maternity wards of general hospitals. “The gen- 
eral hospital is a veritable cesspool of infections.” De 
Lee believes that women are safer from infection at 
home or in a specialized maternity building and he 
recommends architectural and administrative isolation 
of the clean maternity, until more is known about the 
nature of puerperal infection. 

De Lee admits that an attempt to stem the flow of 
patients to the maternities would fail. Yet “Something 
is wrong with the maternity wards of general hospitals, 
and a great deal ought to be done about it.” Part of 
what ought to be done has been indicated by De Lee. 


From the Pharmaceutical Angle 


We were let in for a lot of trouble when the up- 
lifters throttled the medical schools which, despite their 
shortcomings, as Ivor Griffith says in the December is- 
sue of the American Journal of Pharmacy, were once 
upon a time very successful in turning out doctors who 
remained close to their people, and who had the desire 
and capacity to serve. The new plan of education was 
so disposed that while aiming to exterminate the family 
doctor it produced a horde of experimental scientists 
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who required years of extramural disillusion to make 
them useful in their work of healing. To which remarks 
of Griffith should be added the reminder that the new 
type of physician huddled in the large cities, leaving 
rural districts bereft of practitioners. 

Among the results have been flourishing cults, a come- 
back on the part of patent medicines, and the recent 
majority report of the Committee on the Costs of Medi- 
cal Care, as another example of uplifters showing us 
out of a hectic maze (into something worse). 

A. V. Morgenstern, writing in the January issue of 
Drug Topics, points out that the middle class would not 
be able to pay for private medicine in addition to state 
medicine. He thinks that the middle class must be re- 
ceiving good care now, to judge from its death rate. 
If the poor get the best medical care free and the rich 
get it by paying for it how can it be true that the mid- 
dle class has to get along without it if that class does 
not show a high death rate? 

If the total national income during 1929 was 85 bil- 
lion dollars, says Morgenstern, and if the costs of medi- 
ca! care amounted to three and a half billion dollars 
during that year, then the ratio was certainly not dis- 
proportionate and no crying evil demanding instant re- 
lief stands revealed. 

The average man is living longer than ever. Under 
state medicine the fittest practitioners would not care 
for the sick, but appointees able to secure the necessary 
political influence. The abuses created would probably 
be greater than those that now exist. Taxation costs 
would be staggering under such a system. Let such 
committees, concludes Morgenstern, abandon their ill- 
advised compulsory or semi-coercive projects and com- 
bat, by sensible educational efforts, the diseases of civi- 
lization. No paternalistic plan is going to be of any 
use to the community at large. 

Reginald E. Dyer, in the Practical Druggist, thinks 
that no one who is acquainted with the personnel of the 
committee and the funds that made the survey possible 
should be surprised by the majority report. Such ex- 
perience as we have had over a long period of years 
with group medicine and medical benefit associations 
leads one to believe that such a plan on a larger scale 
would be anything but satisfactory. 

These views of our pharmaceutical colleagues are of 
interest because of their not unsympathetic detachment. 
Taking into account such independent scrutiny tends to 
preserve a rational perspective. 


Sexual Intercourse in Old Age 


It is not uncommon to find persons in advancing years 
indulging in occasional sexual intercourse—even among 
those quite old. In many cases it does no harm; in 
others it has severe after effects. 

Recently, the writer was called to see a woman, aged 
60, who had acute dilatation of the heart immediately 
following sexual intercourse. This condition is not un- 
common in private practice but usually it is difficult to 
get a clear history. 

Angina pectoris following sexual intercourse in the 
aged is quite common. Sudden death from coronary 
thrombosis occurs at times. ]t may come hours after 
the sexual act; an old man may be found dead in bed 
hours afterward. 

Old men who marry young women often find their 
health impaired soon after marriage. In one instance 
the man died on the first night of his honeymoon. 

We shall never know just how many sudden deaths in 
old age result from sexual intercourse, yet careful in- 
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quiries into the lives of these old people will reveal 
startling facts. 

In all probability sexual intercourse does no harm to 
the average old person, especially if practised in moder- 
ation. There are others—those with diabetes, arterio- 
sclerosis, myocarditis, arterial hypertension—who must 
be careful. —M.W.T. 


The Food and Drug Commission 


Under present conditions, the administration of the 
Federal Food and Drug commission is a farce. Very 
little protection is given to the consumer. We still have 
worthless “patent” medicines, antiseptics that never 
killed a germ, tooth pastes that do more harm than good. 
Periodicals still advertise appendicitis cures, epilepsy 
cures, hernia cures, etc. A great deal of food sold is 
not fit to eat. The only solution would be to transfer 
the Food and Drug commission to the Public Health 
Service. Then the supervision would be under the 
control of physicians. Every physician should write to 
his Congressman to this effect. 

M. W. T. 


A Notable Address 


Not many years ago, the subject of medical economics 
was considered beneath the dignity of the profession. 
Devoted solely to scientific progress and the application 
thereof to the sick, medical societies paid little or no at- 
tention to extraneous developments that affected their 
very existence and the ultimate welfare of the com- 
munity. How different the presgnt viewpoint! At the 
most important annual meetings the presidents of local, 
county and state societies devote their inaugural ad- 
dresses to the material interests of the professional 
workers, and discuss relations to the communities from 
an economic as well as a scientific standpoint. 

A worthy example of present interest in medico-social 
conditions is the inaugural address of the new president 
of the Kings County Society published elsewhere in this 
journal. In a dispassionate way he cites the particular 
causes of the distress of the medical man, not over- 
locking those causes common to the entire world. The 
evils of dispensary and hospital practice are stressed as 
well as a plea for even greater service from these insti- 
tutions to those who are really entitled to it, and who 
are now being deprived of much of that service by the 
overcrowding of those able to secure aid elsewhere. 
The fact that breakdown of morale following the ac- 
ceptance of free medical service from the profession or 
the community does untold permanent harm to the re- 
cipients is not unnoticed. 

Dispensaries and hospitals make their appeal to 
charity that they may render service to the indigent 
sick. Bequests, gifts of money large and small, and 
funds from the municipalities and state either directly 
in money or in freedom from taxation should not be ex- 
pended on those able to pay. 

Dr. Masterson makes a study of the much discussed 
overcrowding of the profession, and while noting an in- 
crease disproportionate to that of the general popula- 
tion his views harmonize with those of the Lowell Com- 
mission to the effect that despite a present surplus the 
number of thoroughly qualified physicians is and always 
will remain insufficient. 

The financial value to the community of preventive 
health work and the marked reduction in individual 
diseases that were rife a quarter of a century ago will 
have to be expressed in terms of money before the pub- 
lic realizes how much has been done. If, for one ex- 
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ample, the number of cases of typhoid fever had been as 
high proportionately to the size of the army in the great 
war as it was in the Spanish-American War the fa- 
talities from this cause would have far exceeded those 
from all other causes. As a fact, typhoid in our great 
army practically did not exist. 

Among the constructive plans advocated by President 
Masterson is the formation of a Medical Council from 
the five County Medical Societies of the city, with a full 
time personnel. It is time that the profession learned 
that the work of these societies is too important, too 
pressing and too vast to be undertaken successfully by 
doctors in the little time spared from their usual work. 
It took a recent committee with a very large staff of 
full-time help and three-quarters of a million dollars 
five years to study one question affecting the profession 
and the public. Frequently changing committees and 
officers carry with them the seeds of their own failures. 

This presidential address does not lose sight of the 
fact that despite all the economic questions that may 
arise, the doctor must never fall back, must never rest 
contented in his work. The very best that is in him, the 
very most that he can make of himself by study, by 
thought and by experience is never too good, never too 
much for the sick individual who places his life in the 
doctor’s hands. 

Although very many of the doctors of this community 
had the pleasure and profit of listening to this address, 
a careful reading and study of the constructive sugges- 
tions will repay them. Others will do well to give it 
close attention now. 

T. A. McG. 


Miscellany 


The Socializer’s Type of Reasoning 


We have been brought to a full realization of the 
presence in our midst of uplifters who, without proper 
consideration of the medical profession or of the sick, 
are more than willing to recommend the adoption of 
various new plans for the care of the latter. These 
intellectual prestidigitators and boosters of club rates 
for medical service always think of the victims of their 
notions as carrying them out automatically and fault- 
lessly. They cannot conceive of any difficulties after 
forming this concept. When their ideas are adopted all 
the people who are now failing to receive efficient medi- 
cal service will surely get their proper deserts (like hell 
they will!). One notes this weakness always in a cer- 
tain kind of paranoid reformer. A good example of 
the way the socialization fanatics reason is afforded by 
the following speculative appeal: 


CAT RANCH PROSPECTUS 
Dear Friend: 

Knowing that you have some interest in the fur busi- 
ness, I take the liberty of presenting you with what 
seems to me a most wonderful proposition, in which, no 
doubt, you will take a lively interest, and perhaps wire 
me the amount of stock that you wish to subscribe to- 
wards the formation of this company. 

The object of this company is to operate a Cat Ranch, 
in or near Oakland, where land can be purchased for 
this purpose. 

To start in with, we shall collect about, say, one 
million cats. Each cat will average twelve kittens a 
year. The skins run from ten cents each for white 
ones to seventy-five cents for the pure black. This will 
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give us twelve millions of skins a year, to sell at an 
average of thirty cents apiece, making our average rev- 
enues about ten thousand dollars a day, gross. 

A man can skin fifty cats a day for two dollars. It 
will take one hundred men to operate the ranch, and 
therefore the net profit will be about nine thousand, 
eight hundred dollars per day. 

We shall feed the cats on rats, and will start a Rat 
Ranch next door. The rats multiply four times as fast 
as cats. If we start with one million rats we shall have 
four rats a day for each cat, which is plenty. 

We shall feed the rats on the carcasses of the cats, 
from which the skins have been taken, giving each rat 
a fourth of a cat. ‘ 

_ It will thus be seen that the business is self-sustaining 
all the way through. The cats will eat the rats, the 
rats will eat the cats, and we shall have the skins. 

Awaiting your prompt reply, and trusting you appre- 
ciate the opportunity that I give you and which will 
make you rich quick, I remain, 

Very truly yours, 


Working for Nothing 


In forceful language Dr. Terry M. Townsend took 
‘up the question of free service by doctors in hospitals 
in his inaugural address as president of the Medical So- 
ciety of the County of New York on Monday night. 

He said :—‘“Hospital budgets provide for the salaries 
of superintendents, nurses, clerical assistants, house- 
keepers—of everyone, in fact, except the doctor around 
whose service the institution revolves. The indigent 
sick are the responsibility of the entire community. The 
medical profession can no longer afford to carry the 
burden alone. . . . None of the hospitals exercise suf- 
ficient precautions to exclude the numerous applicants 
for free care who properly belong in private practice. 
The doctor is asked to give his services free, and the 
hospitals reward him by forcing him to compete with 
himself. It is the belief of the Medical Society of the 
County of New York that every physician who gives his 
time and skill to institutional duties should receive some 
financial remuneration for his services.” 

This position is correct. It is true, as Dr. Townsend 
said elsewhere in his speech, that work in a hospital is 
of extreme educational value to a physician. Hospital 
staff positions on this account and because of the pro- 
fessional prestige attached to them are considered high 
privileges. But it is certainly an inequitable system 
which requires a physician to work for wholly nothing 
in order to gain experience and increase his skill. 

The question, then, is. How pay the doctors? Where 
get the money? Charity and philanthropy, already over- 
burdened, could never pay the bill. The mere statement 
of this indicates the huge amount of money value the 
doctors are giving for nothing. 

Should the city and State pay? They should, but 
they could not do so except at an enormous increase in 
total annual expenditures. There remain the patients. 
There can be no question regarding Dr. Townsend’s 
contention that the hospitals should use greater care in 
keeping people able to pay their way out of free wards. 
But what of the tens of thousands of impoverished peo- 
ple who fill the hospital beds? 

When industry is so helpless that it fails by twelve 
million workers in absorbing the nation’s laboring forces 
it would be futile immediately to suggest that industry 
provide for employes in time of sickness. 

But the condition pictured by Dr. Townsend forms 
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a challenging part of the whole problem of restoring 
industry not only to activity but to a rational basis of 
security which while safeguarding employment would 
care for employes when they are too old or sick to work. 
—New York World-Telegram, Jani. 25, 1933. 


A Flying Medical Service 


The pioneer of medical services among these sparse 
and scattered populations—the Rev. John Flynn— 
dreamed of a chain of hospitals and established thirteen 
of them. 

The advent of wireless and aviation, however, changed 
the whole situation, and in May, 1928, at Cloncurry, 
in Western Queensland, an airplane was commissioned 
to carry a doctor to remote places in response to wire- 
less summons. Small and inexpensive wireless trans- 
mitters, with a sending radius of over 600 miles, their 
power derived from small, foot-pedaled generators, were 
next distributed among the more isolated homesteads. 

Recent improvements have enabled messages to be 
automatically translated into Morse and sent out upon 
the ether by simply tapping a keyboard similar to that 
of a typewriter. At the central station they are re- 
translated, medical advice or instructions are sent back 
by wireless telephone, or, if the doctor’s visit is neces- 
sary, a reply is forwarded that the “flying doctor” is 
on his way to a spot where a white sheet and the smoke 
of a small fire indicate the landing-ground. During the 
first year of the service Dr. St. Vincent Welch flew 
20,000 miles to attend 255 patients, and held forty-two 
consultations in twenty-six different centers entirely 
without mishap. 

The area of the flying practice is equal to that of 
Germany, Austria, Switzerland, and Denmark combined. 
Contributions toward the service have come from em- 
ployers and employed, from private donors, and from 
government subsidies. In addition to the pilot, the plane 
has accommodation for doctor, nurse, patient, and one 
relative, but it is hoped soon to be able to accommodate 
an anesthetist as well, and to carry a fully equipped 
surgical unit. 

Thus, with the help of modern invention, a mantle 
of safety, for whites and aboriginals alike, has been 
spread over a territory equal to half Europe. Care has 
been taken not to encroach upon the province of doctors 
already in practice in less sparsely populated regions. 
The medical men in the flying service, of whom there 
have now been four, only see the patients of these doc- 
tors at the doctor’s own request, and, in the event of 
accident or emergency, the patient is taken to the near- 
est outlying hospital and there left in the care of his 
own practitioner. 

The ultimate aim is to establish a national service hav- 
ing a number of fully equipped base hospitals through- 
out the sparsely settled regions. Another important aim 
is to provide opportunities for post-graduate study 
abroad for doctors at the completion of their term of 
service.—British Medical Journal. 


Suiting the Nurse to the Patient 


The Psychiatric Bureau in New York is “something 
new, something different” in that it undertakes to pro- 
vide nursing service which is based upon a study of the 
nurse’s qualifications to meet the needs of a particular 
patient. No nurse is sent forth because she happens to 
be the next on the list, or is in need of work at the time. 
“What,” asks the office before attempting to fill an ap- 
plication, “is the obvious background of the patient? 
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What type of personality will he or she find most con- 
genial? And who, therefore, among our nurses, is best 
suited to become an intimate associate of this particular 
person?” 

Miss Adele Poston, for many years Superintendent 
of Nurses at Bloomingdale Hospital, is the director of 
the Bureau which she founded in 1926 at the suggestion 
of Dr. Thomas W. Salmon, who had long felt the urgent 
need -for such a service. During the World War she 
was chosen by Dr. Salmon, with whom she had been 
closely associated, to organize the nursing service for 
shell-shocked soldiers over-seas. The nurse who identi- 
fies herself with the Bureau participates in the prestige 
which Miss Poston enjoys among the leading psychi- 
atrists of the country and especially of New York City. 
She is generously provided with opportunities for meet- 
ing outstanding leaders in the fields of mental hygiene 
and of psychiatry. 

Along with the progress made by the patient there oc- 
curs a growth in the education of the nurse, and the 
experience gleaned from one case enables her to approach 
the next with greater understanding and ability. This 
applies particularly in the case of the psychiatric nurse. 

—Johns Hopkins Nurses’ Alumnae Magazine. 


Health and Hard Times 


Health Commissioner Shirley W. Wynne, by logic 
and figures, on Monday refuted the widespread propa- 
ganda to the effect that health is better and deaths fewer 
because of the hard times. 

The low disease and mortality rates, he said, are due 
to the mild winter and to greater health knowledge. 

Haven Emerson, former Health Commissioner, taking 
issue with Dr. Wynne, actually provided him with am- 
munition when he said that “employment is a form of 
warfare, and if we reduce the number of combatants 
we improve their health.” It is “perfectly amazing,” 
he said, “to see the reduction of industrial accidents in 
the last few years.” Naturally, with 12,000,000 people 
out of work! His statement helps account for the fewer 
deaths and reduced sickness. 

But neither it nor anything else disposes of the fact 
that malnutrition, amounting to 25 per cent in the pub- 
lic schools of the city now, as compared to 15 per cent 
a year ago, is permanently undermining the bodies of 
the millions of children, of millions of grown-ups also. 

Certainly there is nothing to be gained by the sort of 
optimism which cites a slightly decreased mortality rate 
to prove that the depression is a mighty blessing to the 
nation’s health. 

—New York World-Telegram, Feb. 1, 1933. 


Recurrent Boils 


Hallam (British Med. Jour., Oct. 8, 1932) points out that 
in recurrent boils skin infection should be sought. Carbohy- 
drates should be reduced, the skin should be kept as dry as 
possible—the self-destructing power of the skin is influenced 
by the amount of moisture present. Hot fomentations are 
a common cause of recurrence. Hallam recommends ‘the fre- 
quent cleansing of the surrounding skin with spirit and a di- 
rect application of pads soaked with spirit as a covering to 
the boil. Vaccines and yeast have proved disappointing in his 
— He believes that colloid manganese hydroxide is of 
value. 


Diabetic or Mycotic Vulvovaginitis 

H. C. Hesseltine, Chicago (Journal A. M. A., Jan. 21, 
1933), points out that diabetic vulvovaginitis is an infection, 
usually a mycosis, and rarely, if ever, an irritation from 
products in the urine. Glycosuria supplies an adequate me- 
dium for a vulval mycosis. Fungicidal therapy cures “dia- 
betic” pruritus and vulvitis. Synthetic glycosuria does not 
produce pruritus or vulvitis. 
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Correspondence 


The Public and Medical Practice 


To the Editor:— 
This is the age of business. Medicine is a business and only 


one part of it is a profession. The product of medical busi- 
ness is medical service and this is desired by the whole world 
as consumers. Producers and consumers are to be considered 
as in other business, such as steel, food products, manufactures, 
transportation, etc. It is the duty of organized medicine to 
produce a perfect system of treatment; and on the other hand 
it is the duty of the consuming public to pay for it. These are 
the fundamental facts. There is no complaint on the part of 
the public that the doctors or hospitals are not good enough 
or that the treatment is not the best that our present knowledge 
can give. But on the other hand the consumers have not de- 
veloped any method on their part by which they can pay for 
the quality of service which they demand. It is evident, then, 
that they are at fault rather than those who produce and sup- 
ply medical service. The producers need no help from state or 
nation as they know best how to regulate their own affairs so 
as to produce the best form of medical service for the con- 
sumer, just as the U. S. Steel Co. knows the best way to pro- 
duce a perfect quality of steel for the consumer. The pro- 
ducers are already supplying a wonderfully perfect product of 
medical service and need no change or assistance in their 
methods of operation, but the consumer on the other hand needs 
to change his business principles. In this age of big business 
the individual can no longer handle certain large necessities 
of his existence such as health, life insurance, fire insurance and 
police protection without cooperation with his fellows, in which 
each pays a part of the expense. Such cooperation is embodied 
in our form of democratic government of which the town is 
the unit. This is pure democracy, not socialism. In every town 
report we will see appropriations for schools, streets, police and 
fire departments, and an appropriation for the 
Board of Health. And now I propose a plan by which the 
Board of Health would really take care of the consumers’ part 
of the town’s health. We have, already established, the com- 
plete machinery under a democracy necessary to look after the 
health of the citizens. The medical profession is prepared to 
furnish service and the citizens already have machinery through 
their local Board of Health, elected by them, to pay for this 
service. 

The only change needed is for the citizens to add one more 
appropriation, that of Health, to their town budget, and all 
this is of the very essence of democracy, not socialism; and 
furthermore it does not disturb the existing status of the medi- 
cal profession or the relations of doctors and patients, since 
the only change is in the method of paying the bill for public 
health, a change from individual payment to cooperative 
settlement. 

Let us take a concrete example of an average town of 2000 
inhabitants. According to estimates by the Committee on the 
Costs of Medical Care, the average per capita cost for medical 
care, including doctors, hospitals, drugs and many unnecessary 
expenses lies between $20.00 and $30.00 per individual. This 
estimate is manifestly excessive since it includes all the waste 
and luxury of our present system, so that $20.00 per capita is a 
fair estimate. This would call for an appropriation of $40,000 
to care for the health of its 2000 inhabitants. This same town 
last year spent $43,000 on education. Isn’t health as important 
as education? The tax rate of this town was $23.50 per 
$1000. If the health appropriation had been added to town 
expense the rate would have been $32.10 per $1000, and by this 
additional taxation every individual, rich or poor, would be 
assured of complete medical service, including hospitalization, 
drugs, etc., at any time, when sickness might afflict him, with- 
out cost. What a blessing and relief this would be to strug- 
gling humanity. Isn’t it worth the extra taxation? Wouldn't 
it remove entirely this constantly growing discontent and dis- 
agreement between the public and their physicians? 

‘The burden of taxation upon the town might be further dis- 
tributed as in the case of the building of roads for which the 
county and state each assume one-third of the cost. This would 
reduce the town tax for Health to $13,333 with a total tax 
rate of $26.35. 

In the actual working of the plan all bills for medical care 
would be sent to the Board of Health of the town for approval 
and payment instead of to the patient. 

This board, which is elected by the citizens, would have to 
weed out all overcharges as the citizens’ auditing committee. 
Appeals to a State Committee of Arbitration could be taken by 
any doctor who disagreed with the local decision; each citizen 
would select his own physician who should be the judge of 
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whether home or hospital treatment would be required. There 
would be a change in the hospital outpatient clinics, since there 
would no longer be poor patients to treat and each patient 


would be paid for by the town he came from. But as such 
treatment is wholesale instead of retail, and the physicians 
would be furnished all necessaries with no overhead expenses, 
their charges would naturally be much lower than in private 
cases, and the chief charge would be made by the hospital for 
its service. National, State and County hospitals would con- 
tinue under their present management. Only one section of 
medical care could not come under these fundamental rules 
unless some changes were made. Many people insist upon treat- 
ment by a specialist when ordinary treatment would completely 
suffice. Many specialists charge prices which would not be 
considered reasonable by the paymasters in the towns. Here 
is a fault on each side of the question. How shall we compro- 
mise? The investigating committee have ascertained that 85% 
of sickness does not require a specialist. Then tue 15% who 
do require a specialist should secure his services at the hospitals 
where he works at what we might call wholesale prices in the 
hospital clinics. These prices the towns would be willing to 
pay. But there is another way in which those who cannot be 
satisfied by the average doctor, and who insist upon the care 
of a specialist outside of the hospitals, can be included in this 
general plan, and that is by making payment themselves, to the 
specialist, of all excess over the regular charge which the spe- 
cialist would send to their town auditors, the Board of Health. 
There could be no objections to this and this class of patients 
would secure what they desired and pay for it. 

It is the purpose of this plan to retain the independence of 
the physicians and of the consuming public without disturbing 
the present methods of both parties in giving or receiving 
medical care, and to do this under the principles of pure de- 
mocracy without bringing into these sacred relations between 
doctors and patients, upon which life depends, any of the evils 
of socialism or government contro] which will affect both par- 
ties detrimentally outside the financial aspect. 

There is still something to be said upon the side. of the pro- 
ducers of medical care, viz., the doctors, hospitals and drug- 
gists, which will not only count to their advantage, but in the 
end will reduce the cost of medical care to the public in 
taxes. Under this plan neither hospitals nor doctors will suffer 
from the enormous loss of uncollectible bills. The cost per 
patient in hospitals will be materially reduced, and public 
opinion, which means the taxpayer, will force doctors, drug- 
gists, etc., to make their charges reasonable. In this way the 
nation’s expense for medical care may be reduced from 4% 
of its income to 2%, without loss of efficiency. 

G. H. T. 


Comment.—There are very many valuable suggestions in 
this letter which must be considered in any plan for improv- 
ing the methods of providing complete care for the sick. The 
most important is the removal from the shoulders of the 
medical men of the burden of giving free service to the in- 
digent. That is a community burden and for every service 
rendered to the indigent of a community the doctor should 
be paid in money. A proper fee for each service, whether 
rendered at a hospital, the patient’s home or the doctor's office, 
paid to a doctor selected by the patient as suggested by our 
correspondent, is being successfully employed in several coun- 
ties of this state. It gives good service to the patient, it neces- 
sitates good quality of professional work and is less expensive 
than other plans, Preventive work is increased and measures 
for public health more thoroughly practised. 

To the doctors the suggested scheme might be of great help. 
In the community mentioned there should be, according to 
present thought, not more than two physicians. If these two 
received 30% (Committee on Costs proportion) of the total 
amount ($40,000) each would have a good fixed income. Their 
hours of duty would be fewer, emergency and night calls 
eliminated and vacations prolonged, though how this would 
mean better service to the people is a little difficult to see. 
Two doctors, moreover, could not supply all the operative, 
specialist and laboratory needs of 15% of the sick, nor could 
such a town afford the necessary adequately equipped and 
maintained hospitals, For these services payments would 
have to be made to outsiders at “wholesale” rates. From the 
budget, too, would have to be deducted the amount due the 
state for the mentally diseased, the tuberculous and other 
chronically disabled persons. 

In the working out of the writer’s plan for the entire com- 
munity, indigent and non-indigent, are difficulties of a practical 
nature which would have to be overcome. While he states 
the annual cost per capita would be $20.00 or less, the Com- 
mittee on Costs places it at nearly twice that sum and one 
member—Mr. Clark, representative of the Twentieth Century 
Fund and a staunch supporter of group plans—has just placed 
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it at $50.00 per individual. In the community mentioned, it is 
possible that the 2000 people, many of them not tax-payers, 
might not find an extra $40,000 to $100,000 tax irksome, but in 
our city of over 7,000,000 people an added yearly tax of $350,- 
000,000, even though reduced by the amount now spent for 
Health and Hospital Departments, would never be permitted 
by the powers now striving to cut 40 millions from the budget. 

The writer believes that a board elected by the citizens, 
through an auditing committee, would weed out all over- 
charges and through this board “public opinion, which means 
the tax-payer, will force doctors, druggists etc., to make their 
charges rensonab le”. How much would tax-payers consider 
reasonable? Every community today is trying to reduce its 
taxes. We have learned what happens to the practice of 
medicine and the care of the sick when State Funds, industrial 
corporations and insurance companies “weed out excessive 
charges” and “make charges reasonable”. 

Governmental control of the budget would promptly place all 
these professional workers on a salary basis—and the allow- 
ance for public health work would be no greater than at 
present. To the expenditures must be added the boards of 
arbitration, the new bureaus, new lay jobs of clerks and in- 
vestigators and, above all, the corruption of politics. The re- 
cent exposures of some abuses in administration of the Work- 
men’s Compensation Act, known for long to many doctors, give 
some ideas of the working of government in treating sick or 
injured individuals. The plan of the writer, despite the many 
valuable points, would lead only too quickly to Government 
Medicine and Compulsory Health Insurance. In every country 
compulsory health insurance was preceded by voluntary group 
insurance and as the control passed to lay authorities the in- 
cidence of sickness and its duration increased. Public health 
was not improved and no country in Europe today has the en- 
viable health record of the United States. 

All this does not mean that some one plan must be devised 
applicable to our entire country. Certain communities, by 
reason of their organization, their localities, and their financial 
resources may have plans not suitable elsewhere. It is most 
encouraging for the people to see the members of the medical 
profession studying the situation. From the study of many 
men like the writer of this letter will come most valuable as- 


sistance. 
T. A. McG., Economics Editor. 


No Slump in Enforcement of Food and Drug Act 


Economic conditions restricted the output of manufactured 
foods, medicines, and drugs, last year, but did not lighten the 
task of enforcing the national pure food and drug law. The 
value of the year’s output of canned foods alone was $745,- 
000,000, and the value of pharmaceuticals and proprietary reme- 
dies was more than $400,000,000. These figures do not give a 
complete measure of the task, since the food and drug law ap- 
plies equally to all foods and drugs shipped in interstate, im- 
port, and export commerce. The Administration enforces five 
other acts, but the food and drug law is the most important. 

In the year the Administration collected 38,815 samples of 
foods and drugs. The total included an unsually large number 
of samples of fresh fruits and vegetables examined for pos- 
sible residues of poisonous sprays. Prosecutions under the act 
numbered 1,307; seizures of violative goods, 1,260—a total of 
2,567 actions. The Administration examined 10,316 samples 
of imported foods and drugs and detained 3,744 of the ship- 
ments. 

An important legal action of the year involved a Government 
seizure of a medicinal product, “B. & M.,” for external use, 
manufactured and shipped by the F. E. Rollins Co., Boston, 
Mass. The case was hotly contested. The Government al- 
leged that “B. & M.” a liniment consisting essentially of 
water, turpentine, ammonia, and egg, was falsely and fraudu- 
lently labeled in that it was recommended for such serious 
diseases as tuberculosis, pneumonia, bronchitis, influenza, etc., 
for which such a preparation could have no therapeutic merit. 
The Government was represented by many witnesses, includ- 
ing leading medical authorities. These testified that “B. & 
M.” could have no remedial value in the treatment of dis- 
eases mentioned on the label. Witnesses for the claimant in- 
cluded one medical man, an employee of the company, and 
laymen who testified to “cures” of maladies from which, the 
Government proved in some instances, they are still suffering. 
The jury upheld the Government's seizure of the liniment. 
This decision and the court's charge to the jury in the case 
are considered to be of highest importance to the Administra- 
tion in its continued enforcement of drug-control provisions of 
the law, according to Mr. Campbell. 

Other important litigations covered interstate shipments of 
substandard anesthetic ether, dentifrices falsely and fraudu- 
lently labeled as useful in the cure of pyorrhea, an inhalant 


March, 1933 


recommended for colds and disease of the nasal, passages, an 
asthma and hay fever medicine, and poisonous “ginger jake.” 

Two offenders responsible for the original manufacture and 
distribution of the poisonous Jamaica ginger, shipped from 
Boston, which caused the first outbreak of “ginger-jake paraly- 
sis, were brought to trial under charges of conspiracy to vio- 
late the food and drugs act and the prohibition act. Members 
of a second group were indicted in New York City in May, 
1932. In addition, criminal prosecutions under the food and 
drugs act against the Boston shippers and against seven other 
secondary interstate distributors of poisonous Jamaica ginger . 
were brought to a conclusion, all actions resulting in fines. 
The smallness of the fines imposed in these instances, says Mr. 
Campbell, is illustrative of the causes which prompted the de- 
partment to ask for amendments to the food and drugs act 
authorizing heavier penalties. 

The Administration sampled and analyzed numerous lots of 
fruits and vegetables to detect possible presence of poisonous 
chemical sprays—particularly cabbage and celery shipped from 
Southeastern States—and seized 40 consignments of cabbage, 
26 of celery, and various lots of vegetables, of apples, pears, 
and other fruits. “This work, together with the active co- 
operation of State officials, unquestionably prevented cases of 
poisoning,” Mr. Campbell says. 

As in 1931 and 1930, no case of botulism from commercially 
packed foods was reported. 

Surveys of fresh and canned fish were continued and re- 
sulted in 51 seizures of canned salmon, and in seizure of 8,020 
cases of canned shrimp. Sales of tullibees, bluefin herring, 
and other fresh water fish, adulterated with parasites, were 
prevented. 

“Fraudulent claims regarding the curative values of medical 
products have always been regarded by the Administration as 
a definite public-health menace,” says Mr. Campbell. “The 
Administration seized 285 stocks of falsely and fraudulently 
labeled proprietary remedies. Prosecutions were instituted in 
298 cases.” Antiseptics were examined, and 39 stocks seized, 
and 33 consignments of misbranded dentitrices, labeled with 
remedial claims for pyorrhea and other oral disorders, were 
libeled. The quality of anaesthetic ether on the market has 
improved but 19 stocks which failed to meet the standards of 
the U. S. Pharmacopoeia were seized. A resurvey of all drugs 
defined in the U. S. Pharmacopoeia or National Formulary 
was begun, and more than 1,600 samples, the output of 160 
manufacturers, were collected. “In general,” Mr. Campbell 
comments, “these products show a gratifying degree of com- 
pliance with the standards.” 

The Administration was active in protecting farmers against 
the sale of falsely and fraudulently labeled veterinary medi- 
cine, and seized 14 products labeled as preventives and treat- 
ments for serious diseases of farm stock and poultry. Seven 
prosecutions were instituted. 

A total of 1,678 insecticides, for use as sprays or dusts i in the 
control of crop, livestock, and household pests, were anal- 
yzed during the year and 49 cases were reported to the Depart- 
ment of Justice. The Administration sampled 181 import con- 
signments, and found 32 in conflict with provisions of the stat- 
ute. The Administration conducted field tests of various in- 
secticides and fungicides. 

In administering the caustic poison act, a resurvey of the 
field disclosed that some manufacturers had failed to heed sug- 
gestions for labeling and 6 shipments were seized. Activities 
under the import milk act included the inspection of 84 milk 
plants and 465 dairy farms in Canada. Products from 12 farms 
were embargoed and six farms were released from previous 
embargoes. 

There was a slight increase in the total quantity of tea of- 
fered for entry into the United States. More than 90 million 
pounds were examined and about 90,300 pounds rejected. The 
Administration graded 144,461 barrels and drums of rosin in 
the course of operations under the Federal naval stores act. 


Mortality from Abscess of Brain 


On the basis of his observation in fifty-one verified cases of 
abscess of the brain, Francis C. Grant, Philadelphia (Journal 
M. A., Aug. 13, 1932), makes an attempt to determine the 
influence on the mortality from this condition of the following 
factors: difficulty in diagnosis and localization, time of treat- 
ment and method of treatment. His conclusions are as fol- 
lows: 1. Brain abscess is not more difficult to diagnose and 
localize than any other intracranial lesion, provided sufficient 
care is taken in the study of the case. 2. A brain abscess should 
not be drained until it seems certain that encapsulation has oc- 
curred, preferably in the sixth week after the onset of symp- 
toms. 3. Drainage by a small rubber tube has given satisfactory 
results. No matter what method is used, unnecessary trauma 
to surrounding tissue is to be scrupulously avoided. 
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Diagnosis and Treatment of Diseases of the Thyroid Gland 
DIAGHOsT AND TREATMENT OF DISEASES OF THE THY- 
D GLAND. By George Crile, M.D., and associates. Philadelphia, 

W. Pe Saunders Company, 1932. 508 pages, illustrated. Cloth, 


$6.50. 
As stated in the preface, the volume is not a formal treatise 


on the thyroid gland; it is rather an account of the experience 
of the Staff of the Cleveland Clinic in the treatment of dis- 
eases of that organ. Chapters on the role of iodine in the 
organism and on the biochemistry of iodine are included but 
the greater part of the book is devoted to an interpretation of 
clinical experience in the diagnosis and treatment of simple 
goiter, of hyperthyroidism and of malignant tumors of the 
thyroid gland and to discussions by various specialists of certain 
disorders of other organs which may be associated with 
hyperthyroidism. 

The various subjects are treated in a condensed, summarized 
fashion by those particularly interested and experienced in the 
subject under discussion. A desirable feature for the reader 
is thus to obtain an idea of the personal experiences of the 
writer rather than an abstract discussion of the subject gained 
from various sources. The clinical aspects of the large subject 
of goiter are emphasized rather than the pathological and 
physiological. It is thus of particular value, not only to the 
surgeon, but also to the internist as well. A considerable por- 
tion of the book is devoted to the preoperative preparation of 
the patient, the routine technique of thyroidectomy and to the 
post operative management of goiter operations. The internist 
would be particularly interested in the discussion of the rdle 
of iodine in the treatment of thyroid disorders. The text is 
very readable. There are numerous well chosen illustrations 
and charts. No attempt has been made to treat the various 
subjects exhaustively from the standpoint of the literature 
covering these subjects. There is, however, appended to each 
chapter a short bibliography. The book should be highly valu- 
able to both physician and surgeon interested in thyroid disease 
and its treatment. 


8vo. 


Emit Goetscu. 


Practical Obstetrics 


de x OBSTETRICS FOR STUDENTS AND PRACTITION- 
ER P. Brooke Bland, Philadelphia, F. A. Davis Com- 


1933. 730 pages, illustrated. Cloth, $8. 

Tn the preface the author states that the book is to fill an 
important place between the large work and the small manual. 
It does just that and gives the student a clear and concise dis- 
cussion of all obstetric conditions and procedures. All modern 
ideas of diagnosis and treatment are included. The chapters 
on biological diagnosis, the toxemias of pregnancy, and ectopic 
gestation are excellent. The scattered references to manual 
dilatation of the cervix might better have been omitted. 

JosHuA RONSHEIM. 


Curative Value of Light 


VALUE OF LIGHT. By Edgar Mayer, M.D. New 
pany, 1932. 175 pages, illustrated. 12mo 
lo 


This little seal is by no means a text book on its subject, 
but tells in a most fascinating manner the story of light and 
its use in treating disease. Although not applied until recently 
upon a scientific basis, the use of light to maintain or restore 
health dates back to antiquity. The account of these early uses 
as presented by Dr. Mayer is extremely interesting. That light 
alone is not the sole factor in the cures so frequently obtained, 
becomes apparent as the story is told. Rest, food, climate and 
expert supervision are most important. Rarely do we find a 
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book of such absorbing interest written for popular use, and yet 
beyond question, of the greatest value to the medical prac- 
titioner and the nurse as well. A chapter devoted to vitamins 
is particularly inclusive and clear. The characteristics and value 
of artificial sources of ultra-violet light and of ultra-violet 


transmitting glasses are thoroughly discussed. 
Jerome WEIss. 


Principles of Orthopedic Surgery for Nurses 
THE PRINCIPLES OF ORTHOPEDIC SURGERY FOR NURSES. 

By James Warren Sever, M.D. 2nd edition. New York, The Macmillan 

Company, 1932. 267 pages, illustrated. 8vo. Cloth, $2.50. 

In this new edition Dr. Sever has added much material, in- 
cluding many new illustrations. A description is given of the 
Baer and Orr methods of treatment of osteomyelitis. Methods 
of examination for scoliosis are narrated in detail, and com- 
pression fractures of the vertebrae have been included in the 
traumatic disabilities of the back. The use of heliotherapy is 
outlined, as is the use of the Drinker Respirator, serum therapy, 
and muscle training under water in a properly equipped pool 
in the treatment of anterior poliomyelitis. Muscle reéducation 
in = astic paralysis is emphasized, and illustrations show some 
of the special equipment designed to aid in securing codrdina- 
tion of the muscle groups. He points out the need for social 
workers in the care of orthopedic patients, and the important 
role they play in the rehabilitation of the patient. The chapter 
on foot disabilities has been enlarged. 

This book should be of value to any nurse engaged in ortho- 
pedic work, and to any doctor who lectures to nurses on ortho- 
pedic surgery, as it covers briefly the entire field, and gives in 


detail the important procedures. 
D. E. McKenna. 


Vitamins—A Survey of Present Knowledge 
VITAMINS: A_SURVEY OF PRESENT KNOWLEDGE. Special 

Report Series, No. 167, Medical Research Council. London, His Majes- 

ty’s Stationery Office, and ow York, The British Library of Infor- 

mation, 1932. 332 pages. 8vo 

A committee headed by Prof. Mellanby, appointed by the 
British Research Council and the Lister Institute, has prepared 
this excellent monograph which is a survey of our present 
knowledge of vitamins. 

The authors open the monograph with a fascinating account 
of the historical development of vitamin research. Their de- 
scription of the accidental recognition of the existence of ac- 
cessory food factors by Lunin working in Bunge’s laboratory 
is very interesting. As a matter of fact even Eijkman, a 
Nobel prize winner, came upon his earliest vitamin observations 
while studying the mineral constituents of food stuffs. 

There follow excellent chapters describing each of the vita- 
mins. Each known vitamin is treated by a description of its 
discovery, the clinical symptoms following its absence from 
the diet, the chemical nature of vitamins and their physiological 
properties. The chapter on vitamin A includes the most recent 
work establishing a relationship between this vitamin and 
carotene. The chapter on vitamin D, in addition to its dis- 
cussion which follows the same general course as that on 
vitamin A, includes a description of the important réle played 
by biochemists who succeeded in establishing a relationship 
between ultraviolet radiation and the cholesterol content of the 
skin, concluding with a description of the crystallization of 
vitamin D last year. 

The reviewer feels that this little book of about 300 pages 
contains all the information which any physician would desire 
on the subject of vitamins. Not only is it concise, but beauti- 


fully written. It reads like a novel, is very racy and at times 
reaches to heights of dramatic qualities. Yet it is a highly 
scientific and very reliable treatise. 

Most physicians have been unable to keep apace of the con- 
tributions to vitamin research, first because of the tremendous 
volume of reports, and secondly, because they have appeared 
largely in experimental biochemical and nutritional journals. 
Furthermore, most physicians today hardly appreciate the im- 
portant and significant part which vitamins have played in the 
history of the world generally, because it is such a new science. 
As long ago as 1720, Kramer, chief surgeon with the Austrian 
Army, was confronted with a serious outbreak of scurvy among 
his troops, and in his perplexity he wrote to Vienna for advice. 
He received some dried herbs to try out, and after a prolonged 
trial thousands perished from scurvy. Kramer epitomized the 
knowledge gained by his tragic experience in the following 
words in Medicina Castrensis (1720) : 

“The scurvy is the most loathsome disease in nature: for 
which no cure is to be found in your medicine chest, no, not 
in the best furnished apothecary’s shop. Pharmacy gives no 
relief, surgery as little. Beware of bleeding: shun mercury as 
a poison: you may rub the gums, you may grease the rigid 
tendons in the knee, to little purpose. But if you can get green 
vegetables, if you can prepare a sufficient quantity of fresh, 
noble antiscorbutic juices, if you have oranges, lemons or 
citrons; or their pulp and juice preserved with whey in cask, 
so that you can make a lemonade, or rather give to the quan- 
tity of 3 or 4 oz. of their juice in whey, you will, without other 
assistance, cure this dreadful evil.” 

It took many years to realize that antiscorbutic vegetables, 
when dried, lose their antiscorbutic properties. Even as late 
as the American Civil War this fact was not known, and the 
use of large rations of dried vegetables proved powerless 
against the ravages of this dread disease. 

There is also a fine chapter on Vitamins and Dental Tissues 
which should prove very useful to dentists. 

This book is highly recommended to every physician both 
for its useful information, its brevity, and its masterful manner 


of presentation. 
S. CoLLens. 


Handbook of Experimental Pathology 
A HANDBOOK OF EXPERIMENTAL PATHOLOGY. By George 

Wagoner, M.D., and R. Philip Custer, M.D. Springfield, Ill., Charles 

C. Thomas, 1932. 160 pages, illustrated. 8vo. loth, $4.00. 

This little volume is an excellently prepared guide to mam- 
malian experimental pathology. A section of the book deals 
with the case of laboratory animals in their charge. The re- 
mainder includes a description of experiments illustrating vari- 
ous common phases of pathology. The work should prove of 
real assistance to the experimental physiologist and pathologist. 


M. LEDERER. 


Cancer, Then and Now 
CANCER: THEN AND NOW. New York City Cancer Committee, 
American Society for the Control of Cancer. New York, The Chemical 
Foundation, Inc. [c. 1932]. 80 pages, illustrated. Oblong, 8vo. Paper, 
0 (Copies of this publication may be obtained from the New York 

City Cancer Committee, 34 East 75th Street, at $1.00 per copy.) 

This publication is a compilation of many charts and accom- 
panying explanatory texts that were displayed by the New York 
City Cancer Committee in its educational campaign during 
1931. The none too pleasant topic of cancer is presented to 
the layman in a commendably interesting way, stressing 
throughout the booklet the historical and developmental back- 
ground of the doctors’ struggle against cancer. The illustra- 
tions, reproduced in small size, are cleverly assembled and the 
short articles by outstanding personalities are rich in their 
appeal to the more intelligent reader for whom this publication 
is apparently intended. The mentally less fortunate potential 
sufferer from cancer needs simpler and more pointed in- 
struction 

Asa B. FRIEDMANN. 


Fun in Bed 

FUN IN BED, The Convalescent’s Handbook. Edited by Frank Scully 

and others. New_York, Simon & Schuster, [c. 1932]. 187 pages, 
illustrated. 8vo. Cloth, $2.00. 

There are among us individuals who can well be pleased 
with almost anything in the line of humor. Others who are 
afflicted with painful ailments may be more sensitive in their 
reactions to reading matter. This book—‘Fun in Bed’— 
should answer the requirements of the latter class. It does not 
represent the efforts of one man but the combined perform- 
ances of such humorists as Eddie Cantor, Ring Lardner, Harry 
Hershfield, and numerous others. The various chapters are 
compiled from some of the choicest contributions of these re- 
spective satellites. Even the physician who may find the medi- 
cal humor of the layman quite stale and amateurish will feel 
refreshed in reading this book. 

In the words of its editor, Frank Scully, the purpose of this 
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book is to bring the “revolving stage revue principle to litera- 
ture.” There is a little of everything. Almost every page has 
a different “show” and the patient who is quite tired of himself 
and his aches may doze on any page of this book and suddenly 
awake to find himself a giggling convalescent. Then there 
are some absorbing games to hasten the time away. And for 
the patient who wishes to preserve a healthy regard for health 
=e there is a descriptive bibliography of well-selected 
ooks. 

There is but one disadvantage to this book, namely, it is 
apt to so absorb the patient’s time with games and humor that 
he may forget to talk about his experiences as a patient. 

EMANUEL KRrIMSKY. 


Clinical Gynecology 


CLINICAL GYNECOLOGY. By C. Jeff Miller, M.D. St. Louis, The 
C. V. Mosby Company, 1932. 560 pages, illustrated. 8vo. Cloth, 


$10.00. 

Jeff Miller’s book is intended for the student beginning the 
study of gynecology. The essentials of gynecology are well 
covered in the easy conversational style of the author. The 
book is sound and conservative as one would expect Jeff 
Miller’s book to be. Running through the chapters are sen- 
tences in heavy face type, calling attention to important points 
made by the author,—a valuable aid for quick reference. Con- 
siderable space, perhaps too much, is devoted to descriptions 
of operative procedures, but the illustrations are excellent. 
The chapter on the principles of surgical technique might well 
be read by those who have had some experience in operative 
gynecology. Therein the author says that “a surgeon who can- 
not conclude the ordinary operation within three-quarters of 
an hour has no right to be operating at all.” With this the 
reviewer heartily agrees. Reading this book will do any gyne- 
cologist good. 

Cuartes A. Gorpon. 


Child Care Today 
CHILD CARE TODAY. By Béla Schick, M.D., and William Rosenson, 

M.D. New York, Greenberg, Publisher. [c. 1932]. 320 pages. 12mo. 

Cloth, $2.50. 

Another well planned book for mothers. Prenatal life, espe- 
cially as it relates to the mother’s health and diet, is presented 
in a very entertaining manner. Questions mothers are prone 
to ask are answered clearly. Preventive methods in handling 
diseases of childhood are discussed. Habit disorders are also 
considered and well ordered suggestions as to their correction 
are developed. 

THURMAN B. GIvan. 
Die Krankheiten Der Verdauungsorgane 
DIE KRANKHEITEN DER VERDAUUNGSORGANE. By Walter 

Wolff, M.D. Berlin, Urban & Schwarzenberg, 1932. 268 pages, illus- 

trated. 8vo. Paper, Marks 10.50. 

The author has been engaged in the study of the gastro- 
intestinal diseases for many years and in this volume he has 
given ihe profcssion a condensed work which contains inter- 
esting clinical, laboratory and therapeutic information; which 
is of value. 

After a few remarks on the physiology, the general diagnosis 
and therapy of gastro-intestinal disorders are discussed. Then 
follow chapters on diseases of the esophagus, stomach, intes- 
tines, liver, biliary passages and pancreas. In addition to the 
discussion of organic diseases, functional disorders of these 
organs are discussed and the high lights of all the methods of 
examination are presented in a concise and excellent manner. 

The book is highly recommended to those interested in the 
subject of gastro-intestinal diseases and to the general prac- 
titioner because of its completeness on the subject. 

IrvING Gray. 


Harmonious Development of Women’s Bodies 
HARMONIOUS DEVELOPMENT OF WOMEN’S BODIES. By 

Alice Bloch. New York, Ray Long & Richard R. Smith, Inc., [c. 1932]. 

162 pages, illustrated. 8vo. Cloth, $3.00. 

The theme of this book is that exercise makes for improved 
health, increased efficiency, fullness and happiness in life. 

Alice Bloch has collected a splendid assortment of exercises 
with the object “to improve general health, organic vigor and 
beauty of form of girls and women.” 

The exercises are most clearly and fully described and illus- 
trated by photographs of girls and women executing the vari- 
ous postures and exercises. 

To any interested in posture and exercise, this work should 


prove of value. 
T. S. WELTon. 


Outline of Preventive Medicine 
OUTLINE OF PREVENTIVE MEDICINE. Prepared Under the 
Auspices of the Committee on Public Health Relations, New York 
Academy of Medicine. Second edition. New York, Paul B. Hoeber, 
Inc.. 1932. 462 pages. 12mo Cloth. $5.00. 
The Committee on Public Health Relations of the New York 


Academy of Medicine has issued a second edition of its “Out- 
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line of Preventive Medicine.” As emphasized in the introduc- 
tion to the book, it “summarizes for the physician, the health 
officer, and the intelligent layman, all that is known about the 
prevention of illness or its sequelae in every branch of clinical 
medicine.” Necessarily, to cover such a broad field the dis- 
cussion of each subject must be brief. For this very reason, 
this volume is of value to the general practitioner who desires 
to keep abreast of the times, but wants his information well 
epitomized. It is in this field that a large part of his future 
activity will be concentrated. It is essential, therefore, that 
physicians obtain as much information as possible on the sub- 


ject of Preverttive Medicine. 
Atrrep E. SHIPLEY. 


The Gold-Headed Cane 
THE GOLD-HEADED CANE. By William Macmichael, M.D. Sixth 
edition. Edited by Herbert Spencer Robinson. New York, Froben 

Press, Inc., 1932. 223 pages, illustrated. 8vo. Cloth, $3.50. 

The “Gold-Headed Cane” is one of those books that has 
passed beyond the realm of medicine and is prized in the do- 
minion of letters. It is a literary as well as a medical classic. 
Five famous physicians—Radcliffe, Mead, Askew, Pitcairn and 
Baillie—successively owned this instrument of gentility. They 
carried it through a period of a hundred and thirty-four years. 
From its last owner it passed to the museum of the Library 
of the College of Physicians (London) in 1825. Macmichael 
was at that time Registrar of the College. In endowing the 
cane with consciousness and giving it speech to tell of its ex- 
periences, he made use of an established method. This form 
of narrative is familiar to students of the literature of the 

period. It is found in Johnstone’s “Adventures of a Guinea” 
~~ many other works. 

Macmichael, who wrote this fascinating bit of history, was 
a modest man, and in the early editions appeared only as “The 
Editor.” This sixth edition possesses the merit that it intro- 
duces the author, who was a person of rare scientific attain- 
ments and a writer of clarity and style. The creator of “The 
Cane” has been too long eclipsed by the excellence of his liter- 
ary work. Authors like to eclipse their works; Macmichael 
was exceptional. He was a physician and philosopher with the 
touch of imagination that characterizes the scientific mind. His 
pamphlet on the “Progress of Opinion on Contagion,” pub- 
lished in 1825, traced the history of the origin and progress 
of the notion of contagion and warned against the dangers of 
passing a bill, then before Parliament, for the abolition of the 
quarantine laws. He wrote much on infections at a time when 
such diseases were thought to come from gaseous substances 
in the air and when cholera was not regarded as infective. 
His works include also much medical history, dealing espe- 
cially with British physicians. He wrote with delicacy or 
strength as the occasion demanded. 

This edition is rich in references and notes which cause 
“The Gold-Headed Cane” to expand into a sizable volume. 
Thus it fits the needs of the most exacting historiographer as 
the cane fitted the hand of its eminent masters. 

The happy literary conceit employed by Macmichael pro- 
duced a narrative which has fascinated both medical and lay 
readers for more than a hundred years. The cane, which went 
to the bedside of kings and queens, visited prelates and mag- 
nates, and witnessed ministrations to the dispossessed, had 
acute senses of perception and a keen judgment of human 
qualities. Its observations run through the gamut of medical 
practice of its time, of the doings of organized medicine, and 
of the impingement of politics upon -professional life. The 
biographical sketches are such as appeal to the doctor who likes 
his profession and who enjoys the cultural satisfaction of con- 
tact with its traditions. 

J. P. Warpasse. 


Blind Flight in Theory and Practice 
BLIND FLIGHT IN. THEORY AND PRACTICE. By William C. 

Ocker, Major, Air Corps, U. S. Army, and Carl J. Crane, B.M.E. 

Naylor Printing Company, San Antonio, Texas, 1932. 200 pages, illus- 

The authors have written a very useful book which in our 
humble opinion admirably fulfills the purpose intended. This 
ook was prepared principally for the “airplane pilot and for 
‘hose with whom he must work.” 

To the physician who is still a “landlubber” yet who has a 
secret hankering for some knowledge of flying, this book can 
ve well recommended. It is really a text book and must be 

read slowly to insure its complete digestion and assimilation of 
the many intricacies with which the flight surgeon must con- 
tend, and with which the pilot must familiarize himself for his 
nwn safety and for the safety of those who entrust their lives 
to him 

Flying aids and devices are carefully described in detail, and 
‘throughout the book there are many illustrations and photo- 

zraphs which cannot fail to make clear the function and value 
f these aids and instruments. 
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The authors have made a definite step forward in the matter 
of blind flight training. It is not difficult for one to visualize 
the occasions where blind flight is not only a factor of safety 
but actually a life saving procedure. 

The value of blind flight training can hardly be over-esti- 
mated. One needs but to read the daily newspapers or draw 
on his imagination to determine the desirability of being able 
to pilot a plane through fog or storm. Blind flying is not only 
necessary in peacetime but will be useful in the exigencies of 
war. It seems, therefore, that the authors should be encouraged 
not only by the civilian interests but also by the military au- 
thorities to promote and facilitate their efforts in blind flight 
training. 

We have no hesitation in recommending the study of this 
book, not only by pilots and others who fly, but also by those 
who are not as yet completely air-minded. 

SAMUEL ZWERLING. 


Habits 


HABITS—Their Making and Unmaking. By Knight Dunlap, Ph.D. 
New York, Liveright, Inc., [c. 1932]. 326 pages. 8vo. Cloth, $3.00. 
In his preface, the author states that the interrelation of the 

processes of learning and unlearning; of habit making and 
habit breaking ; have been neglected, and that the purpose of 
his volume is to outline this interrelation in an elementary way 
and to show how a fuller understanding of the learning process 
makes possible more adequate procedure in the breaking of 
disadvantageous habits. 

The book is made up of twelve chapters. The first two are 
devoted to the problems and principles of learning; great 
emphasis is laid upon the principle that the learning response 
is not the same as the response which is learned. The fourth 
chapter makes an attack upon the older “brain path” and 

“bond” theories of learning and the more recent one of the 
“conditioned reflexes” enunciated by Pavlov. The fifth chap- 

ter, dealing with the process of learning, is extremely tech- 

nical and may readily be omitted by readers who are not pro- 
fessional psychologists. The following chapter treats of the 
conditions making for efficient learning; it is interesting, and 
has some practical value. The tenth chapter is devoted to the 
treatment of undesirable habits (e.g.), tics, stammering, finger- 
nail biting, masturbation and homosexuality. The method of 
treatment recommended is essentially the same in principle in 
every case, and is that of employing negative practice. After 
reading Prof. Dunlap’s carefully written work, one is still left 


with the impression that really very little is known of the 
actual learning processes. There is an —-. bibliography. 
. EASTMAN. 
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OFFICE SURGERY. By Fenwick Beekman, M.D. Philadelphia, J. B. 
Lippincott Company, [c. 1932]. 402 pages, illustrated. 8vo. Fabri 


oid, $5.00. (Everyday Practice Series.) 
ASTHMA, HAY FEVER AND RELATED DISORDERS. By Samuel 
Feinberg, M.D. Philadelphia, Lea & Febiger, 1933. 124 pages, 
illustrated. 12 mo Cloth, $1.50. 


HOW TO BUDGET HEALTH. By Evans Clark. New York, Harper 


& Brothers, 1933. 328 pages, illustrated. 8vo. Cloth, $4.00 

A TEXTBOOK OF SURGERY. By John Homans, M.D. Second 
edition. Springfield, I!l., Charles C. Thinwe. 1932, 1231 pages, illus 
trated. S8vo. Cloth, $8.00. 

FOOD, HEALTH, VITAMINS. By R. H. A. Plimmer, D.Sc., and 
Violet G. Plimmer. Fifth edition. New York, Longmans, Greene & 
Company, 1932. 143 pages. 12mo Cloth, $1.20. 


THE WOMAN’S DOCTOR. New York, The Macaulay 
Company, [c. 1933]. 307 pages. $2.00. 

THE ACTION OF THE LIVING CELL. Experimental Research in 
Biology. By Fenton B. urck, M.D. New York e¢ Macmillan 
Company, 1933. 308 pages, illustrated. 8vo. Cloth, $3.50. 

100,000,000 GUINEA PIGS. By Arthur Kallet and F. J. Schlink. 
York, Vanguard Press, 1933. 312 pages. 12mo Cloth, $2.00. 


Cie STUDIES tes PSYCHOPATHOLOGY OF CRIME. By 


Anonymous. 
12mo Cloth, 


New 


arpman, . Volume 1, Washington, Mimeoform Press, 
“’; 1933]. 1026 pages. Large octavo. Cloth, $12.00. (The sale of 
this book is restricted to members of the medical, legal, scientific and 


other professions having a direct and definite interest in medical and 
social problems.) 

A DECADE OF DISTRICT HEALTH CENTER PIONEERING. 
A Ten Year Report of the East Harlem Health Center. Report_pre- 
sared under the direction of Kenneth D. Widdemer, Executive Officer. 


New York, The East Harlem Health Center, Inc., 1932. 148 pages, 
illustrated. 8vo. Paper, $1.00. 

CRIMES AND CRIMINALS. By William A. White. M.D. New 
York, Farrar & Rinehart, [c. 1933]. 276 pages. 8vo. Cloth, $2.50. 


The Commonwealth Fund, 


A STANDARD CLASSIFIED NOMENCLATURE OF DISEASE. 
Edit B. Logie, M.D. New vom, 
12mo Fabrikoid, $3.5 
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1933. 702 pages. 


Contemporary Progress 
(Concluded from page 86) 


tients not previously using glasses, the usual complaint was 
a blurring of vision; some complained of disturbance of short- 
distance vision, inability to read or to do near work, but the 
majority complained of disturbance of long-distance vision 
only. The symptoms noted by the patients wearing spectacles, 
and the disturbances of long vision in patients not wearing 
spectacles can be explained as disturbances of refraction. In 
the group of patients not wearing spectacles who showed dis- 
turbances of short-distance vision this explanation is also “ten- 
able,” but the possibility of fatigue of the power of accom- 
modation cannot be excluded. In all cases it is to be noted 
this disturbance of vision was only temporary; it cleared up 
rapidly under restriction of dict, more gradually if no treat- 
ment was instituted. The visual disturbances did not indicate 
a severe form of the disease or a high insulin requirement ; 
but they are of definite diagnostic value, as they indicate an 
abnormal degree of hyperglycemia, Such visual disturbances 
are usually associated with one or more other symptoms of 
diabetes, but they may be the first indication of the diabetic 


state. 


Choking of the Optic Disks in Diseases other than Brain Tumor 


J. T. Slough (Archives of Ophthalmology, 8:821 December. 
1932) notes that in some cases the fundi show a picture identical 
with choking of the optic disks with increased intracranial ten- 
sion, yet there is no evidence of brain tumor. In 2 cases in 
adults reported bilateral choking of the optic disks was as- 
sociated with primary hypertension in a malignant phase with 
cardiac enlargement, cerebral and renal arteriosclerosis. In a 
third case in which there was definite choking of the disks, 
hypertension was slight, and the cause of the fundus changes 
could not be definitely determined; in another case the only 
possible etiological factor was infection about the teeth. In 
a fifth case the condition was probably hemorrhagic retinitis, 
but there was definite swelling of the optic disks and marked 
cerebral symptoms. The patient recovered without operation, 
except for marked loss of vision in the right eye. In children 
puzzling cases of choked disk occur_more frequently than in 
adults, in the author’s experience. Five illustrative cases are 
reported in which there was no evidence of brain tumor. In 
one case the choking of the disks was due to lead poisoning; 
in another case autopsy showed thromboses of the dural sinuses 
and most of the superficial cortical veins and also a large 
intracerebral hemorrhage. In 3 cases the cause of the choked 
disk could not be determined; in such cases the author believes 
it is due to some obscure inflammatory process, as indicated by 
the autopsy findings of multiple thromboses in the case cited 
above. The so-called pseudotumors are in reality chronic 
encephalitis. In children choking of the disk may subside 
leaving a picture that is not distinguishable from a primary 


optic atrophy. 


Eyeground Changes in Wilson’s Disease 


A. Pillat (American Journal of Ophthalmology, 16:1, Janu- 
ary, 1933) notes that in a review of the literature of Wilson’s 
disease (pseudosclerosis), he has found no mention of eye- 
ground changes as characteristic of the disease. In fact it is 
stated that the absence of fundus changes in pseudosclerosis 
is one of the signs by which it may be differentiated from 
multiple sclerosis. The characteristic eye lesion of Wilson’s 
disease is the Kayser-Fleischer ring of the cornea. The 
author reports a typical case of Wilson’s disease seen in a 
Chinese patient in Peiping. In this case a Kayser-Fleischer 
pigment-ring was seen in the corneae; and ophthalmoscopic 
examination showed “a hitherto undescribed fundus disease.” 
Both fundi showed: The presence of white dots either isolated 
or conglomerated in the middle or outer layer of the retina, 
increasing in number toward the periphery; and a markedly 
diffuse degeneration in those areas of the fundus in which the 
white dots were present. This condition was more advanced in 
the right eye that in the left eye; and clinically there was 
nightblindness in the right eye. The retinal vessels, as well 
as those of the macula and choroid, were unaltered. This 
fundus condition described showed “significant and unmistak- 
able differences” from all other retinal diseases showing white 
dots and degeneration. Whether this retinal lesion will prove 
to be typical of Wilson’s disease, “only time can tell.” The 
fact that this disease is characterized by widespread degener- 
ative lesions in the brain suggests that the retinal lesions may 
be parallel to the brain lesions. But since the brain lesions 
are irregularly developed in different cases, there may be some 
cases of pseudosclerosis with retinal changes and others with- 
out such changes. At any rate, careful examination of the 
fundus should be made in all cases of pseudosclerosis. 
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Surgical Treatment of Exophthalmos 


W. W. Weeks (New York State Journal of Medicine, 33:78, 
Jan. 15, 1933) notes that where exophthalmos is of such a 
degree that serious pathological changes in the eye are probable, 
resulting from a failure of lid closure, surgical measures are 
necessary. In exophthalmic goiter, where the exophthalmos is 
marked and does not subside promptly under appropriate treat- 
ment, a partial tarsorrhaphy is indicated, with either one central 
intermarginal adhesion or two lateral adhesions. These are al- 
lowed to remain until the exophthalmos subsides and the danger 
of corneal ulcer is past. For an exophthalmos likely to be 
permanent an external tarsorrhaphy should be done, using 
either Fuch’s method or the modification of it developed by 
J. M. Wheeler. If this operation does not give the result de- 
sired, and if pressure backward and outward over the external 
canthal ligament gives a closer approximation of the palpebral 
fissure, a recession of the canthal ligament can be done. Either 
this ligament may be freed from its insertion and the point 
of attachment carried back behind the tubercle; or it may be 
resected and re-attached well back on the periosteum of the 
tubercle. 


Roentgen-Ray Treatment of Retinal Vein Thrombosis 


W. F. Schnyder and P. Forster (Acta Radiologica, 13:615, 
Dec. 15, 1932) report the treatment of thrombosis of the re- 
tinal veins with small doses of the Roentgen rays, as suggested 
in 1930 by Lowenstein and Reiser. In 5 of the cases treated 
only the upper or lower temporal retinal vein was involved; 
in 2, all the retinal veins. In all the cases the hemorrhage was 
completely or almost completely absorbed and vision of 0.5 
to 0.6 obtained. In 2 cases, both in elderly patients (eighty 
and eighty-one years of age) with severe retinal hemorrhages, 
there was a recurrence of the thrombosis with amotio retinae, 
but in one of these cases this recurrence cleared up within a 
few days. In all the cases the retinal hemorrhage was absorbed 
more rapidly and more completely than in cases of retinal vein 
thrombosis treated by other methods. The dosage used was 
smaller than that advocated by Léwenstein and Reiser; with 
moderately hard rays and filtration of 0.5 mm. zinc and 1 mm. 
aluminum, three treatments of 40r units each were given at 
intervals of two to three days. 


Some Aspects of Rheumatism 


In the opinion of Charles Sundell the part played by infection 
in the causation of rheumatism has been grossly exaggerated. 
Irregularities of skin action and endocrine dysfunction are 
more important. The rheumatic individual is one whose nerv- 
ous, mental, and physiological functions are unstable. A char- 
acteristic feature of acute rheumatism is excessive sweating. 
In chronic rheumatism sweating is abolished or irregular. The 
“acid sweat” of rheumatism is a tradition upon which was 
built the alkali therapy. An investigation, as yet unpublished, 
to determine whether there is an excess of lactic acid in the 
sweat of rheumatic individuals showed that there is no essen- 
tial difference in the sweats of normai and of rheumatic per- 
sons. Sensitiveness to chill and patchy coldness of the sur- 
face of the body are common findings in the rheumatic state. 
The surface thermometer may record lowered temperature 
over these areas and there is evidence of capillary narrowing 
when the skin is examined under the microscope. There is also 
abnormalty in the rdle played by nerve endings of the skin 
in originating afferent impulses by which bodily functions, such 
as blood pressure, are maintained or endocrine glands are 
called into play. It is possible to correlate in theory many 
of the features of the rheumatic state with the established 
effect of the thyroid and adrenal glands. For example, the 
lethargy of the rheumatic child, the fatigue of the adult, their 
impaired circulation and lowered body temperature have their 
counterpart in myxedema. Llewellyn and Bassett-Jones point 
out that thyroxin and adrenaline are derivatives of tyrosin, 
and that this is found in large quantities in the horny non- 
vascular layers of the skin. Possibly in the tyrosin supply of 
the skin may be found the clue to many of our problems. 

If metabolic error is at the root of rheumatic manifestations, 
a cure cannot be expected from the administration of drugs. 
When, as with salicylates, their dramatic effect on the tem- 
perature and pain is taken as evidence of cure, they become 
a danger. For several years Sundell has employed purely 
physical measures. Left to themselves the fever and sweat- 
ing of acute rheumatism effect a cure in four or five weeks: 
encouraged by hot packs or vapor baths their curative effect will 
be obtained much sooner. By exposure for one and a half 
to two hours in the vapor bath a temperature of 107 deg. or 
108 deg. may be obtained without distress. The result is that 
the metabolic processes are quickened, the flow of blood and 
lymph is accelerated.—Practitioner, October, 1932, cxxix, 772. 
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